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With Nitr anitol hypertensives can return 
to a more normal life... sooner 


Because of its direct action on 
the arterioles, Nitranitol pro- 
vides Sare, GrapuAL, Pro- 
LONGED vasodilation, now in 6 
dosage forms. 


Nitranitol 
Mannitol hexanitrate 32 mg. 


Vasodilation plus sedation: 
Nitranitol 
with Phenobarbital 
Mannitol hexanitrate 32 mg. 
Phenobarbital... ... 16 mg. 
Protection in capillary fragility: 
Nitranitol 
with Phenobarbital 


and Rutin* 

with Rutin......... 20 mg. 
When threat of cardiac failure exists: 
Nitranitol 


with Phenobarbital 
and Theophylline* 
with Theophylline. .100 mg. 


For refractory cases of hypertension: 
Nitranitol P. V.* 


of Veratrum viride, biologi- 
cally standardized for hypo- 
tensive activity.) 


Nitranitol R. S. 
...for direct vasodilation plus 
added hypotensive and seda- 
tive actions of RAUWOLFIA. 

Mannitol hexanitrate.32 mg. 

Rauwolfiaserpentina.0.5 mg. 


*Each contains Nitranitol 32 mg. 
and Phenobarbital 16 mg. 


DOSAGE: In blood pressures 
over 200 systolic, 2 tablets 4 
times daily. In other cases, 1 
or 2 tablets every 4 to 6 hours. 


NOTE: Nitranitol is exceptionally 
stable, assuring potency, so im- 
portant in hypertensive medication. 

Trademark ‘Nitranitol P. V.’ 


Restricted activity and frequent laboratory checkups are 
often a concern to the patient. You can return many 
hypertensives to a more normal life with Nitranitol. Because 
of its low toxicity, blood pressure is safely lowered—side 
effects are the exception rather than the expected. 
Nitranitol acts directly on the arterioles to produce gradual 
vasodilation. Jt maintains lowered pressures for 

prolonged periods. 


Why not start your hypertensive patients on Nitranitol—the — —— 
universally prescribed drug for essential hypertension? 


Nitranitol 


MERRELL’S SAFE, GRADUAL, PROLONGED-ACTING VASODILATOR CINCINNATI 
New York St. Thomas, Ontario 


The Wm. S. Merrell Company . . . Pioneer in Medicine for 125 Years. 


This chart shows the blood pressure response you 
can produce for your hypertensive patients. 
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Vallestril 
“highly effective in: 


ing specific 
pituitary function 
lactation 


Vallestril’ has 


It provides potent estrogenic activity only in certain 
organs, thus minimizing or completely obviating 
the well-known disadvantages of previously avail- 
able estrogens. These disadvantages are the high 
incidence of withdrawal bleeding, nausea, edema 
in the female and mastalgia and gynecomastia in 
the male. 

Vallestril has been shown! to be more active 
than estradiol and to have twice the potency of 
estrone® on the vaginal mucosa when measured by 
the Allen-Doisy technic. However, Vallestril has 
been shown to have but one-tenth the activity of 
estrone on the uterus by the Rubin technic—a sug- 
gested explanation of its very low incidence of 
withdrawal bleeding. 


‘Vallestiil achieves 
relative avoidance of: 


‘target action” 


Vallestril “quickly controls? menopausal symp- 
toms, as well as the pain of postmenopausal osteo- 
porosis and of the osseous metastases of prostatic 
cancer. The beneficial effect of the medication ap- 
peared within three or four days in most meno- 
pausal patients. There is also evidence that the 
patient can be maintained in an asymptomatic state 
by a small daily dose, once the menopausal symp- 
toms are controlled.” 

Dosage: Menopause—3 mg. (1 tablet) two or three 
times daily for two or three weeks, followed by 1 
tablet daily for an additional month. 

Supplied in 3-mg. scored tablets. 

Bibliography : Complete list of references available 
on request. *Trademark of G. D. Searle & Co. 
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one of the most frequent 
symptoms for which the 
patient seeks medical at- 


tention.” 


SYNEPHRICOL 
THENFADIL 


--- relieves the cough due to colds” 
--.eases the allergic cough 


Synephricol Thenfadil acts by prompt and 
prolonged decongestion of bronchial mucous 
membranes, by mild central sedation, and by 
decreasing sensitivity of the pharyngeal mucosa 
through antihistaminic action. 


FORMULA: 

(4 cc. teaspoonful) 

Neo-Synephrine® hydrochloride 5.0 mg. 
Thenfadil hydrochloride . . 4.0 mg. 
Codeine phosphate* .. . 8.7 mg. 
Potassium guaiacol sulfonate . 70.0 mg. 
Ammonium chloride. . . . 70.0 mg. 
Menthol . 1.0 mg. 
Chloroform - 0.0166 cc. 
Alcohol . . - 8% 


*Exempt narcotic 


DOSAGE: 


Adults—1 or 2 teaspoonfuls every two to four hours, nof 
to exceed 5 doses in twenty-four hours. 


Children 6 to 12 years—¥2 to 1 teaspoonful four or five 
times daily. 


BOTTLES OF 1 PINT AND 1 U.S. GALLON. 
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“MEDIATRIC® carsuces 


IN PREVENTIVE GERIATRICS 


“Mediatric” Capsules are recommended for the 

postmenopausal woman and the man over 50. Spe- 

cially formulated to meet their particular needs, 

they provide steroids and nutritional factors to ef- 

7 ° fectively counteract waning sex hormone function 
ay WME, and dietary inadequacy, as well as to help maintain 
the integrity of general metabolic processes; also 


gproach fj CMe included is a mild antidepressant which will tend 


to promote a gentle emotional uplift. “Mediatric” 

Capsules will prove a valuable aid in safeguarding 
heilite yor the health of your aging patients. 

Each capsule contains: 


STEROIDS 
Conjugated estrogens equine (“Premarin”®) . 


Methyltestosterone 

NUTRITIONAL SUPPLEMENTS 

Vitamin C (ascorbic acid) 

Thiamine HCI (B,) 

Vitamin Biz U.S.P. (crystalline) 

Folic acid 
60.0 
Brewers’ yeast (specially processed) 
ANTIDEPRESSANT 


d-Desoxyephedrine HCI 


No. 252 — Supplied in bottles of 30, 100, and 1,000. 
SUGGESTED DOSAGE: 


: _ Male: One capsule daily, or more as required. 
Ayerst, McKenna & Harrison Limited Female: One capsule daily, or more, taken in 21-day 
New York, N. Y. * Montreal, Canada courses with a rest period of one week between courses. 
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The small total dose required affords 
economy and virtual freedom from side actions. 


IN BRONCHIAL ASTHMA- 


LONG-LASTING 
REMISSIONS 


HP*ACTHAR Gel, subcutaneously or in- 
tramuscularly, gives quick relief in severe 
attacks of bronchial asthma, and may pro- 
vide long-lasting remissions. Patients 
refractory to all customary measures, in- 
cluding epinephrine, and even to other 
forms of ACTH, may fully benefit from 
HP*ACTHAR Gel. 

Used early enough, HP*ACTHAR Gel 
may become a valuable agent in prolong- 
ing the life span of asthmatic patients. 
ACTH “should not be withheld until the 
situation is hopeless”’.t 
tEditorial, J. Allergy 23: 279-280, 1952. 


THE ARMOUR LABORATORIES 
CHICAGO 11, ILLINOIS 


A DIVISION OF ARMOUR AND COMPANY 


ACTHAR® IS THE ARMOUR LABORATORIES BRAND F ADRENOCORTICOTROPIC HORMONE—CORTICOTROPIN (ACTH). 
*HIGHLY PURIFIED 
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MEMO FROM THE 


MANAGING PUBLISHER 


In THE spring of 1933, on the occasion of his induction to the 
presidency of the American Congress of Physicians and 
Surgeons, Dr. Harvey Cushing presented an address in 
Washington, D. C. Cushing, of course, has long since been 
accorded a high pedestal in American Medicine’s Hall of 
Fame. His claim to fame, as in the case of all great men, is 
partly due to a rare prescience that permitted him to peer 
with penetrating sagacity into the future. 

Today’s general practitioners will be interested in what he 
had to say about them twenty years ago. So, from the echoing 
corridors of the past, we present here this month the words 
of Dr. Harvey Cushing on the general practitioner: 

**He has supposedly gone out of business, pinched on one 
side by the public health officer and periodic life-extension 
examiners, and on the other side by what are called the 
scientific doctors, including ourselves, the specialists in our 
respective hospitals . . . 

‘Indeed, it is authoritatively said that the automobile and 
the associated highways together with the present set-up of 
society have driven out the unmethodical, silk-hatted, be- 
whiskered, lovable and friendly general practitioner . . . 

**But even though his whiskers have gone with his tall hat, 
if he ever had one, and he comes in a motor car instead of 
behind a horse, and nervously smokes too many cigarettes, 
the general practitioner or family doctor is still with us and 
plays the same important role he always has. 

"For nine tenths of what he is called upon to do, the 
operating table and the microscope and the roentgen ray 
and the trained nurse and the mechanotherapeutist, are 
wholly unnecessary; and when they are needed he usually 
knows where to get at them... 

**Such are the men who represent the backbone of our pro- 
fession and for each of them there are countless devoted 
patients and for each patient whole families whose voice in 
our discussions has not as yet been heard... 

It is to the self-sacrificing spirit of the sagacious prac- 
ticing doctor, not to the likes of us in this, that or the other 
line of special work, or the medical scientist, or the public 
health official, that from the earliest times tribute has been 
paid... 

Three fifths of the practice of medicine depends on com- 
mon sense, a knowledge of people and of human reactions . . . 

**We have instruments of precision in increasing numbers 
... the vast majority of which are but supplementary to, and 
as nothing compared with the careful study of the patient 
by a keen observer using his eyes and ears and fingers and 
a few simple aids. The practice of medicine is an art and can 
never approach being a science even though it may adopt 
and use for its purposes certain instruments originally de- 
signed in the process of scientific research.”” —M. F. C. 
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for the continuous, even sedation 
of PHENOBARBITAL 
over a prolonged period of time 


‘Eskabarb’ Spansule capsules—unlike any other form 
of phenobarbital—provide these 3 important advantages : 


1. Continuous, even sedation throughout the day—or 
night—with a single oral dose. 


2. No excessive drowsiness; no nervous “‘breakthrough’’. 


3. Convenience of one dose daily. 


Available in 2 strengths: 
1 gr.—replacing 4% gr. phenobarbital q.i.d. 
14 gr.—replacing 4 gr. phenobarbital t.i.d. 


Smith, Kline & French Laboratories, Philadelphia 


*Trademark 
¢Trademark for S.K.F.’s brand of sustained release capsules (patent applied for) 


GP Volume Vill, Number 5 


; 
e° e 
O 
S 

« a 

3 
2 
j 
8 


Secretary’s Newsletter 


NOVEMBER 1953 . EVENTS 


College of Surgeons 
Renews Public Fight 


All Medical Groups 
Oppose Secret Splits 


College Campaign 
May Be Boomerang 


p> The American College of Surgeons is renewing its private 
crusade to incite public wrath against fee-splitting. The 
unfortunate result of its inept campaign is public mistrust 
of the entire medical profession. 


At_its annual meeting in Chicago last month, ACS officials 
called in reporters and, to quote the New York Times, 
"served notice on the rest of the medical profession that it 
was ready to meet all comers in its year-old campaign to 
eradicate surgical practices which the College considered 
unethical." Its spokesmen told reporters they were going to 
the public with their fight against "fee-splitting, unneces- 
sary operations, ghost surgery, and the performance of major 
operations by doctors not qualified as surgeons." 

The presumption is clear the ACS intends to apply its own 
criteria in the determination of what is unethical and what 
qualifies a physician to perform surgery. And, by a neat 
trick of inference, ACS spokesmen confuse the question of 
fee-splitting with the irrelevant question of surgical priv- 
ileges. One is justified perhaps in wondering whether the 
first is a smokescreen to effect a monopoly in the latter. 


> Though all other medical associations, including the AAGP 
and the AMA, are wholeheartedly in agreement with the ACS 


in opposing the evil of secret fee—splitting, there is no 
such unanimity on the subject of qualifications for surgery. 
The AAGP is squarely on record against secret fee-splitting 
and its By-Laws prescribe a simple procedure for expulsion 
of a member who violates the ethical rule against the 
"giving or receiving of a commission," for referring a pa- 
tient. But, neither the AAGP nor the AMA could agree with 
the statement of the chairman of the ACS Board of Regents 
that only surgical specialists should be permitted to do 
surgery, even though they agree that training is necessary 
to qualify a doctor for surgery. 


>» The ACS public campaign, coupled with exaggeration and 
distortion, may prove a boomerang. Though to some the 
strategy of the College may appear to be deliberately 
calculated to destroy public confidence in general prac- 
titioners, it will tend to destroy confidence in surgeons, 
too. As with adultery, it takes two to split a fee. When 
asked: "Isn't this going to undermine public confidence in 
physicians?" the ACS Director answered, "Yes, there is that 
definite reaction to expect." This, despite the AMA House 
of Delegates' adjuration last June that "when individuals or 
groups without official status in the AMA utter or publish 
ill-considered statements, the result too often is that the 
confidence of the public in the medical profession is placed 
in jeopardy." Apparently, the ACS doesn't care. This 
seriously hampers the work of those who are conscientiously 
striving to improve medicine's public relations. 
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Collier's Story 
Misleading 


Hope To Avoid 
Intramural Fight 


> By coincidence the appalling harm of such inexpert con— 
cepts of public relations was sharply illustrated in a 
viciously sensational article published in Collier's 
magazine a few days after the latest blast of the ACS. 

In a cover—-feature article, "Why Some Doctors Should Be In 
Jail," the author excoriated "the small minority of 
scoundrels" in medicine. His description of secret fee- 
splitting made it appear to any casual reader (though he 
didn't actually say so) that dishonesty in medicine is 
widespread, that family doctors are not to be trusted, and 
that every surgeon is suspect. 


Obviously the ACS campaign inspired the slanderous 
Collier's article. Because quotations from addresses of 


certain AMA officers were included, many Academy members 
have incorrectly assumed that the AMA helped initiate the 
article. AMA Secretary George Lull sent a telegram of sharp 
protest to Collier's following its publication. So did 
Academy headquarters. But, in stark evidence of the serious 
division in the house of medicine, the Director of the ACS 
sent a message of commendation! 


> An internecine war within the profession at this time 
would be deplorable; Academy officers will do all possible 


to avoid it. They are mindful that "Whom the Gods would 
destroy, they first make mad." But silence in the face of 
such reckless charges as those inspired by certain ACS 
officers implies guilt. ''The wicked flee when no man 
pursueth; but the righteous are bold as a lion." 


The AMA Board of Trustees has agreed to meet Academy 
representatives for a discussion on these matters this 
month. Meanwhile, the Academy has issued a statement for 
President U. R. Bryner presenting our views to Steven 
Spencer, Associate Editor of The Saturday Evening Post, 
who is writing a less sensational article on fee-splitting 
for the Post. 


Scores of Academy members have called Academy head— 
quarters to demand drastic action as a result of these 


recent developments. But, like the Academy, the ACS is an 
autonomous body. Neither the AAGP nor the AMA has any 
control over it. Angry name-calling that further widens 
the breach in organized medicine accomplishes nothing. 
Rather it aggravates the harm already done and tends to 
increase public suspicion that evil exists in the house 

of medicine. 


The Academy's Board of Directors, while keeping fully 
informed on the situation, will continue efforts to protect 
the public against the harm that would result from a loss 


of trust and confidence in their family doctors. 
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non-antibiotic 
anti-allergenic 
nasal vasoconstrictor 


THE WARREN-TEED PRODUCTS COMPANY * COLUMBUS 8 OHIO 
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Recommended recipes for feeding baby 


Re Human Breast Milk: ‘‘the recipe of the most 
satisfactory food for a baby.” 


Gunther, M.: Brit. J. Nutrition 6 (No, 2) 


so similar to the milk of healthy, well-nourished mothers 
that there is no closer equivalent. 


Similac in the baby’s stomach forms a soft, fine, fluid curd assuring 
rapid and easy digestion. Close equivalence (in quantity and quality 
of nutrients) to breast milk promotes good growth and reduced inci- 
dence of complications during the first year of life. 


Similac is simple to prepare 


Supplied: Similac Powder in tins of 1 Ib., with measuring cup; 
Similac Liquid in tins of 13 fl. oz. 


Tur 


M &R Laboratories, Columbus 16, Ohio 


2, 
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lowa City, lowa; Edward Weiss, M.D., Philadelphia, Pa. 


General Surgery: Arthur W. Allen, M.D., Boston, Mass.; 
H. Glenn Bell, M.D., San Francisco, Calif.; Frederick A. 
Coller, M.D., Ann Arbor, Mich.; Robert Elman, M.D.., 
Saint Louis, Mo.; L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; Willis D. Gatch, M.D., Indianapolis, Ind.: Harris B. 
Shumacker, Jr., M.D., Indianapolis, Ind. 


Hematology: Cyrus C. Sturgis, M.D., Ann Arbor, Mich.; 
Maxwell M. Wintrobe, M.D., Salt Lake City, Utah. 


Industrial Medicine: Earl F. Lutz, M.D., Detroit, Mich. 


Laboratory Medicine: Reuben L. Kahn, D.Sc., Ann Arbor, 
Mich.; Frank W. Konzelmann, M.D., Washington, D. C. 


Neoplastic Diseases: Leland R. Cowan, M.D., Salt Lake City, 
Utah; Lowell A. Erf, M.D., Philadelphia, Pa.; George T. 
Pack, M.D., New York, N. Y.; Edith H. Quimby, D.Sc., 
New York, N. Y.; I. Snapper, M.D., Brooklyn, N. Y. 


Neurological Surgery: Howard C. Naflziger, M.D., San Fran- 
cisco, Calif.; R. Glenn Spurling, M.D., Louisville, Ky. 


Obstetrics and Gynecology: Robert J. Crossen, M.D., Saint 
Louis, Mo.; J. P. Greenhill, M.D., Chicago, Ill.; Emil 
Novak, M.D., Baltimore, Md.; Ernest W. Page, M.D.. 
Berkeley, Calif.; John L. Parks, M.D., Washington, D. C. 


Ophthalmology: Lawrence T. Post, M.D., Saint Louis, Mo. 


Oral and Plastic Surgery: James Barrett Brown, M.D., Saint 
Louis, Mo.; Paul W. Greeley, M.D., Chicago, Ill.: V. H. 
Kazanjian, M.D., Boston, Mass. 


Orthopedic Surgery: Edward L. Compere, M.D., Chicago, lll. ; 
Ralph K. Ghormley, M.D., Rochester, Minn. 


Otolaryngology: Dean M. Lierle, M.D., lowa City, lowa. 
Pathology: Emma S. Moss, M.D., New Orleans, La.; Harrison 
S. Martland, M.D., Newark, N. J. 


Pediatrics: Harry Bakwin, M.D., New York, N. Y.; Frederic 
G. Burke, M.D., Washington, D. C.; Katharine Dodd, 
M.D., Little Rock, Ark.; Archibald L. Hoyne, M.D., Chi- 

(Continued on page 13) 


@ Ganglionic blockade made 
safer through the tranquilizing 
effect of Rauwiloid... 


Ravuwiloid works slowly, takes 
time to build up. By the time 
hexamethonium dosage has been 
determined, Rauwiloid effect will 
have been established. 


@ Full hypotensive effect of 
hexamethonium from greatly 
reduced dosage (up to one-half 
less) because of apparently syn- 
ergistic action with Rauwiloid... 


® Side reactions to hexamethon- 
ium greatly reduced—in incidence 
as well as severity—because of 
lower dosage... 


® Combination renders hexa- 
methonium therapy by mouth 
easier to manage—a distinct 
advantage when severity and 
progression of disease demand 
the most potent agent available. 


for the treatment of 
severe, intractable hypertension 


The inherent dangers of hexamethonium (though 
greatly reduced because of lower dosage required) call 
for the same caution, the same diligent supervision, the 
same careful instruction of the patient, which hexa- 
methonium always demands. 


Though the mild hypotensive effect of Rauwiloid is 
realized slowly, it does not impede the speedy action 
of hexamethonium. 


Associated symptoms of severe hypertension rapidly 
yield to the Rauwiloid component; tachycardia is re- 
lieved by mild bradycardic influence, and gentle sedation 
changes the usually present anxiety to a feeling of 
tranquility and well-being. 

The concept that it may be “‘better medicine”’ to give 
such potent drugs as hexamethonium individually, and 
not in combination, does not apply here. Unfortunate 
mistakes in dosage taken by the patient are less apt to 
occur when only one tablet-medication has to be taken. 


Only the contained hexamethonium need be consid- 
ered for dosage purposes. Increasing the dosage of 
Rauwiloid beyond the minimum effective dose will 
neither lead to excessive hypotensive, bradycardic, or 
sedative effects, nor produce side actions. 

Evidence indicates hexamethonium dosage should be 
raised slowly. Here is a safe rate of build-up—a uniform, 
slow, safe rate—with this combination: 

Initiate therapy with 14 tablet (each scored tablet 
contains Rauwiloid 1 mg. and hexamethonium 250 mg.) 
q.i.d., not less than 4 hours apart, preferably before 
meals and on retiring. After two weeks, if needed, 
dosage may be increased by one tablet per day, but 
not oftener than twice weekly. 


Write today for your copy of the new brochure ‘“‘Rauwiloid + Hexamethonium 
in the Treatment of Severe, Intractable Hypertension’’; it presents a 
careful review of warning signs in the use of hexamethonium and of 
the simplification of management made possible by this combination. 


RIKER LABORATORIES, INC. severty sivp., Los ANGELES 48, CALIF. 
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* PORTAL HYPERTENSION. By Arthur H. Blakemore, M.D. 
Review of pathogenesis of portal hypertension and of experience in 196 
cases treated by portacaval shunting. 


Com Mg IN DECEMBER © CONGESTIVE HEART FAILURE IN CHILDREN. By R. Bruce 
Logue, M.D. and J. Willis Hurst, M.D. Exposition of the causes, diag- 
nosis, and treatment. 


® NASAL ALLERGY. By Nathan E. Silbert, M.D. A discussion of the 
etiology, differential diagnosis, and treatment cf a prevalent disease. 


(Continued from page 11) Harold Wolff, M.D., Oklahoma City, Okla.; Ian Steven- 
cago, Ill.; Irvine McQuarrie, M.D., Minneapolis, Minn. ; son, M.D., New Orleans, La. 
James L. Wilson, M.D., Ann Arbor, Mich. Radiology: Ross Golden, M.D., New York, N. Y.; Leo G. 


Rigler, M.D., Minneapolis, Minn.; Paul C. Swenson, 
M.D., Philadelphia, Pa. 
Rheumatic Disorders and Arthritis: Thomas McPherson Brown, 


Pharmaceutical Research and Development: K. K. Chen, M.D., 
Indianapolis, Ind. 


Preventive Medicine, Public Health and Statistics: Herman E. M.D., Washington, D. C.; W. Paul Holbrook, M.D., 
Hillboe, M.D., Albany, N. Y.; Edward G. McGavran, Tucson, Ariz.; John H. Talbott, M.D., Buffalo, N. Y. 
M.D., Chapel Hill, N. C. Tropical Medicine: Joseph S. D’Antoni, M.D., New Orleans, 


Psychiatry and Neurology: O. Spurgeon English, M.D., La.; William A. Sodeman, M.D., Columbia, Mo. 
Philadelphia, Pa.; William C. Menninger, M.D., Topeka, Urology: J. A. Campbell Colston, M.D., Baltimore, Md.; 
Kan.; Edward A. Strecker, M.D., Philadelphia, Pa.; Charles D. Creevy, M.D., Minneapolis, Minn. 


for all patients 


who require 


ultraviolet radiation 


Whenever a patient—infant, child or adult 
—requires ultraviolet therapeutic treatment, 
hysicians recognize the value of the Hanovia 
Foeniipalan Model Ultraviolet Quartz Lamp. 
Designed specifically to enable the patient 
confined to his home to receive ultraviolet 
exposure under the physician’s supervision, 
the lamp delivers the most effective emission 
lines, those in the 2800-3000 Angstrom region. 
For increasing a child’s absorption and chase this lamp from surgical supply houses, 
utilization of calcium, iron and phosphorus _ and on convenient terms if required. 
or for physical rehabilitation of adults, the Write for descriptive literature. Hanovia 
Hanovia Prescription Model Lamp has been Chemical & Mfg. Co., Dept. GP1153, 
found most effective. Your patients can pur- Newark 5, N. J. 


1924 WORLD'S LARGEST PRODUCER OF ULTRAVIOLET EQUIPMENT 
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‘“«. . there is no longer any reason to question the 
reliability and efficiency of orally administered 
penicillin, and it would appear that oral peni- 
cillin can be relied upon for the therapy of 80-90% 
of penicillin-treatable infections.””! 


Oral penicillin is NOT INDICATED in 
(a) fulminating disease, (b) conditions in 
which the infection is in sequestered sites, 
and (c) the presence of a severe gastro- 
intestinal disturbance. 


1. Boger, et al.: Oral Penicillin: 
Evaluation of All Forms, report 
distributed at New York Session 
of the A.M.A., 1953. 
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for high blood levels 
for flexibility of dosage 
for palatability 


for ease of administration 


Rely on the ‘Eskacillins’ 


‘ESKACILLIN 50’ = 50,000 units potassium penicillin G 
‘ESKACILLIN 100’ 100,000 units potassium penicillin G 
‘ESKACILLIN 250’ 250,000 units procaine penicillin G 
‘ESKACILLIN SOO’ 500,000 units procaine penicillin G 


For combined penicillin-sulfonamide therapy: 


‘ESKACILLIN 100-SULFAS’ 


100,000 units potassium penicillin G plus a total of 0.5 Gm. (0.167 Gm. each) of 3 sulfonamides 
(sulfadiazine, sulfamerazine, sulfamethazine) 


‘ESKACILLIN 250-SULFAS’ 


250,000 units procaine penicillin G plus a total of 0.5 Gm. (0.167 Gm. each) of 3 sulfonamides 
(sulfadiazine, sulfamerazine, sulfamethazine) 


Smith, Kline & French Laboratories, Philadelphia 


are painless penicillins 


are effective penicillins 


*T.M. Reg. U.S. Pat. Off. 
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FOR SPRAINS, 
STRAINS AND 
MUSCLE SPASM 


anew, powerful unction 


‘Rubiguent’ supersedes all surface applications 
for relief of pain by the use of the potent new 
penetrative agent, methyl nicotinate, in conjunc- 
tion with the powerful vasodilator, histamine. 
Methyl nicotinate opens the way for the histamine 
to penetrate tissues rapidly. There it promotes 
prolonged, pain-relieving hyperemia, comforting 
analgesia and soothing warmth. 


...for symptomatic relief of muscular aches, 
pains and stiffness associated with fatigue, over- 
exertion, muscle strains, fibrositis, arthritis, neu- 
ritis, sprains . . . during physical rehabilitation - 
following immobilization for fractures; to calm 
the symptoms in bronchitis and other respiratory 
disorders. A non-greasy, cosmetically pleasing 
cream, requiring only gentle surface friction for 
application. 


*Trademark of related company Phil adelphia 2 Pa 
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Chis Month’s Authors 


W. Brandon Macomber, M.D., 


associate professor, plastic surgery, Albany Medical College, Albany, New York, is also 
attending plastic surgeon, Albany Hospital and St. Peter’s Hospital, Albany. He was chief 
of plastic surgery, Dibble General Hospital, Menlo Park, California, from 1944 to 1946. 
Dr. Mark Wang, co-author with Dr. Macomber of the article appearing in this issue, is assistant 
in plastic surgery, Albany Medical College. 


John H. Moyer, M.D., 


assistant professor of medicine and associate professor of pharmacology at Baylor University 
College of Medicine, has been affiliated with this university since 1949. He was formerly an 
instructor in pharmacology and medicine at the University of Pennsylvania. For the past 
few years he has been particularly interested in investigation of drugs which affect the auto- 
nomic nervous system and the relationship of these drugs to renal hemodynamics and hyper- 
tensive cardiovascular disease. 


Donald R. Smith, M.D., 


is associate clinical professor of urology and chairman of the department at the University of 
California School of Medicine, San Francisco. Dr. Smith received his M.D. degree from the 
above university in 1935, served an internship in surgery, and was assistant resident in surgery 
at the University of California Hospital and San Francisco Hospital. He also took residency 
training in urology at these hospitals. 


Eugene A. Stead, Jr., M.D., 


has been professor of medicine at Duke University School of Medicine, Durham, North 
Carolina, since 1947. In 1942, he became professor of medicine at Emory University School 
of Medicine and in 1945, dean of Emory University School of Medicine. Dr. Stead was gradu- 
ated from Emory in 1932. His house staff training was at Peter Bent Brigham Hospital, Boston; 
Cincinnati General Hospital, Cincinnati; and Boston City Hospital, Boston. 


Roy Swartout Ill, M.D., 


is internist at the Medical Center of El Monte, El Monte, California, and associate in medicine 
at the University of Southern California, Los Angeles. After graduating from the University 
of Buffaio School of Medicine, Buffalo, New York, Dr. Swartout served an internship at the 
Cottage Hospital in Santa Barbara, California. After two years in neuropsychiatry (U.S. Army), 
he was assistant resident in pathology, then clinical pathology, followed by a residency in 
medicine at Santa Barbara Cottage and General hospitals. 
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For effective antibacterial therapy 


of SINUSITIS, RHINITIS, OZENA: 
FURACIN® 
without interference with 
natural defense mechanisms : 


FURACIN NASAL 
plain + with ephedrine + with Neo-Synephrine* 


Some advantages of Furacin: Formulae: Furacin Nasal plain contains Furacin 
* no slowing of ciliary action 0.02% brand of nitrofurazone N.N.R. dissolved in 
* no delay of healing buffered, isotonic, aqueous solution. Furacin Nasal 
with ephedrine contains ephedrinesHCIl 1%. Furacin 
Nasal with Neo-Synephrine* contains phenylephrine 
* HCl 0.25%. ¥% fl. oz. bottles. 


* no interference with phagocytosis 
* no inhibition of nasal lysozyme 


*Neo-Synephrine is the registered trade mark of Winthrop- 
Stearns, Inc., for its brand of phenylephrine which is contained 
in this solution. 


Literature on request 


Inc 


NORWICH, NEW YORK 


OTHER DOSAGE FORMS OF FURACIN INCLUDE: 
VAGINAL SUPPOSITORIES * SOLUBLE POWDER © URETHRAL SUPPOSITORIES 
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something special in 


CORICIDIN 


for symptomatic relief 


in the common cold 


CoriciDIN produces quick suppression of cold symptoms because it 


contains chlorprophenpyridamine maleate, the most potent antihistamine 
available. Best results are obtained when Coricipin is taken early, 


but even in later stages considerable comfort is afforded. 


CORICIDIN 


Each Coricipin® Tablet contains 2 mg. chlorprophenpyridamine maleate and 
the standard APC combination (Acetylsalicylic Acid 0.23 Gm., Acetophenetidin 0.15 Gm., 
Caffein 0.03 Gm.). 


CORPORATION+-BLOOMFIELD, NEW JERSEY 


IN CANADA: SCHERING CORPORATION, LTD., MONTREAL 
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In the new alphabet of penicillin therapy... 


easy-to-give PERMAPEN?® aqueous suspension 


BRAND OF DIGENZYLETHYLENEDIAMINE DIPENICILLIN G 
. .. for intramuscular administration, particularly as a prophylactic 
measure in rheumatic fever, or adjunctively with other penicillin therapy 
of sensitive infections. Levels lasting as long as 14 days from one 
injection. Supplied in single-dose STERAJECT® disposable cartridges 
containing 600,000 units of DBED penicillin each with sterile foil-wrapped 
needle. For use with your Pfizer Steraject syringe. 


PERMAPEN® FORTIFIED 


BRAND OF DIBENZYLETHYLENEDIAMINE DIPENICILLIN G 
aqueous suspension 
... multiplies therapeutic benefits with the combined higher blood 
levels of 300,000 units procaine penicillin and the sustained blood levels 
of 300,000 units DBED penicillin. Supplied in single-dose disposable 
STERAJECT cartridges each with sterile foil-wrapped needle. 


easy-to-take PERMAPEN: oral suspension 


BRAND OF DIBENZYLETHYLENEDIAMINE DIPENICILLIN G 


... particularly for the treatment of uncomplicated infections due to 
pneumococci, streptococci, staphylococci and gonococcus as well as 
other penicillin-sensitive organisms. Supplied in 2 oz. bottles providing 


300,000 units DBED penicillin in each peach-flavored teaspoonful. 


Pfiz \ PFIZER LABORATORIES, BROOKLYN 6. N. ¥.. 
DIVISION, CHAS. PFIZER &CO.. INC. 
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Yours Cruly.. . 


A Call to Action 


Dear Sir: 

Your Newsletter for September reflects a gratifying expres- 
sion from Dr. McCormick on the moral issues involved in 
our future Veterans Administration hospitalization policies. 
A year ago the leaders of American medicine were afraid to 
voice aloud the truths that Dr. McCormick now bravely 
spreads in many channels of public information. You are to 
be complimented for highlighting this firm stand in our 
journal. 

You ask how Academy members feel about the proposed 
extension cf social security. My response to that question 
would be definitely against such an extension and for the 
removal of that entire swindle program from the U. S. 
statutes as rapidly as possible. The Federal Government, 
within the strict interpretation of our Constitution, has no 
business in such socializing schemes, and it is past time for 
physicians to broadcast the deceit and hidden motives of that 
plague upon American initiative. 

On the same subject, it is interesting to note that the 
Casberg Committee is drafting legislation to swing the de- 
pendents of servicemen into the “protecting” arms of 
socialized medicine. That too should raise a concerted 
objection from every doctor in our land. 

A. G. Biazey, M.D. 
Washington, Indiana 


Better Acquaintance 


Dear Sir: 
I am delighted and interested to see in GP the editorials 
and comments about general practice departments in hospi- 
tals and hospital staff appointments. 
Do you suppose by any chance the Academy would place 
the Joint Commission on Accreditation of Hospitals on its 
mailing list? 
Epwin L. Crossy, M.D. 
Director 

Joint Commission on Accreditation of Hospitals 

Chicago, Illinois 


Yes.—PuBLISHER 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


A Semantic Friendship 
Dear Sir: 


From a believer in your memo in the August issue on 
words. 
Amen. 
James E. Hacue 
Director of Public Relations 
American Hospital Association 
Chicago, Illinois 


Back to “Grass Roots” Medicine 


Dear Sir: 
GP rates high praise for the publication of “Hippocrates 
Has Vital Meaning for Physicians” by Dr. Ratner. Mark 
Twain said, ‘Everybody talks about the weather, but nobody 
does anything about it.”” We of the medical profession have 
been talking about Hippocrates for a long time, but have done 
precious little toward putting his aphorisms into practice. 
Dr. Ratner’s article not only shows how this may be ac- 
complished, but also presents a philosophy of medicine, 
indeed, a philosophy of life. I like his description of modern 
man as a “vitamin-taking, antiacid-consuming, barbiturate- 
sedated, aspirin-alleviated, weed-habituated, alcohol-inebri- 
ated, benzedrine-stimulated, psychosomatically diseased, 
surgically despoiled animal.” Fortunate, indeed, are those 
who do not see in this caricature a partial image, at least, 
of themselves. 
All through the aphorisms, as interpreted by Dr. Ratner, 
one can discern the cardinal precepts of the general practice 
of medicine as the Academy would have it practiced. The 
section devoted to the aphorisms certainly deserves reading 
and rereading by every general practitioner. 
What Dr. Ratner is really urging is a return to the “grass 
roots” of medical practice. Such a movement, carried out by 
the general practitioners of this country, would go far toward 
helping our citizens return to the “grass roots” of living. 
W. D. Snivety, Jr., M.D. 
Medical Director 

Mead Johnson & Company 

Evansville, Indiana 


(Continued on page 23) 
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cortisone 
for inflammation, 
neomycin 


for infection: 


Each gram contains: 
Cortisone Acetate. . . . . 15 mg. 


Neomycin Sulfate... . . 5 mg. 
(equivalent to 3.5 mg. neomycin base) 


Available in 1 drachm tubes with | QO O n 
applicator tip 


Trademark 
OPHTHALMIC OINTMENT 
The Upjohn C 
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(Continued from page 21) 


Partnership Interest 
Dear Sir: 

We act as business managers for physicians and dentists 
and it is in this capacity that we were asked by some of our 
clients who subscribe to GP to get more information about 
your plan of “Business Security for the Professional Partner- 
ship” covered in the August issue of GP. The article was 
read with great enthusiasm and the general comment, ‘This 
is just what we have needed.” 

If you have more detailed information on this subject, it 
would certainly be a great aid in helping us put your plan 
into effect in at least three partnerships of physicians for 
whom we do professional management work. 

Grorce E. McKenney 
Cincinnati Bureau of Medical Economics 
Cincinnati, Ohio 

Mr. McKenney’s letter has been forwarded to Mr. George 
Everhart of Kansas City, author of “Business Security for the 
Professional Partnership,” for any further information on the 
subject.—PUBLISHER 


Next on the Agenda? 
Dear Sir: 

I would like to make a couple of suggestions for articles 
to be published in GP. First of all, I would like to compli- 
ment you on the article which appeared on the shoulder in 
October, 1952. If someone could do as much for the knee as 
was done for the shoulder it would be a real contribution. 


I see a number of people who have painful knees of a more 
or less chronic nature not associated with trauma, with free 
joint motion and whose knees do not lock, yet complain of 
localized pain on assuming erect posture and walking. 

I would also like to read something on the treatment of 
chronic deafness and tinnitus not associated with dizziness. 
This subject seems to be disregarded in most articles and 
when it is discussed the article is full of double talk. 

I think our magazine is a grade “tA” publication, and 
I have profited many, maay times by the clear expositions 
that you present. Keep up the good work. 

Henry C. Perersen, M.D. 
Stockton, California 


Presents Case for Detail Man 
Dear Sir: 

I read the interesting editorial in the July issue of GP 
entitled “Professional Service Representative.” This was an 
excellent editorial and I am sure that the officials of all drug 
firms and professional representatives will be pleased with 
the recognition which you have given them. Efficient com- 
munication of significant therapeutic facts about medications 
to physicians, is one of the outstanding problems of the drug 
industry. One particular sentence in your editorial stimu- 
lated me to write this letter: ‘They (representatives) are 
taught to present their clients with only one or two facts 
at each call.” 

As you know, the cost of distribution of drugs is very high. 
There are several reasons for this. One is the rapid rate of 

(Continued on page 25) 
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a First choice for 
staphylococcus, 
streptococcus, 

and pneumococcus 


infections. 
Average dose: 
200 mg. every four to six hours, 


Supplied as 100 and 200-mg. 
specially coated tablets. 
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IN ARTHRITIS 
three jumps ahead... 


MASSIVE DOSAGE massive 


salicylate 
dosage 


To obtain maximum results, 
high salicylate blood levels are re- 
quired. This means high oral dosage 
which can be attained, without 
excessive gastric disturbance, by using 
Salcedrox. 


Salcedrox virtually eliminates gastric dis- 
turbance, because of the protective 

combination with activated aluminum hydrox- 
ide and calcium carbonate. 


Salcedrox also contains a high dose of vitamin 
C, because it has been observed that rheu- 
matic and arthritic states show vitamin C de- 
ficiencies, and salicylate therapy has a 
tendency to intensify depletion of vitamin C. 


There is significant evidence that salicylates, 
through action on the hypothalamus, stimulate the 
pituitary, producing an ACTH- like effect on the 
adrenal cortex. * 


This new concept of salicylate action explains 
many of the clinical results obtained with 
salicylate therapy in the treatment of arthrit- 
ides and rheumatic afflictions—observed 
results that cannot be attributed to 
analgesic action alone. 


*Proceedings Soc. Exp. Bio. Med., 1952, 
v80, 51-55, G. Cronheim, et al. 


FORMULA 
Sodium Salicylate 5 gr. (0.3 Gm.) 
Aluminum Hydroxide Gel. 

2 gr. (0.12 Gm.) 
Calcium Ascorbate.....1 gr. (60 mg.) 


(equivalent to 50 mg. Ascorbic massengill 
Acid) 
Calcium Carbonate...1 gr. (60 mg.) BRISTOL, TENN. 


professional 
literature 
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(Continued from page 23) 
obsolescence resulting from the rapid progress in medical 
science made possible through medical research. A second is 
the cost of informing the physician of the availability of a 
new drug and of giving him full information on its use. The 
professional representative is one of the steps in this last 
procedure. 

A professional representative can make between five and 
eight calls per day. Time usually spent with each doctor may 
not be more than five minutes, sometimes ten. Most of the 
time of a professional representative is spent in getting to 
the doctor’s office and in waiting his turn to see the doctor. 
Averaged out over an eight-hour day, for every five minutes 
he spends with the doctor he spends approximately fifty-five 
minutes getting to the doctor’s office and in waiting. There 
is a lot of nonproductive time in the day of the professional 
representative compared to the drug sales resulting from 
their calls. 

The cost of distribution chargeable to professional repre- 
sentatives could be reduced approximately one half if each 
physician would give the representative twice as much time 
so that the representative could make one half as many calls 
on him per year. This is assuming that the longer detail 
would proceed with the same efficiency as the shorter. 

Briefly, I think that physicians as a class should’ consider 
making the following changes: 

1. See professional representatives promptly when they 
come to the office. Take them out of turn and not ask them 
to wait until all patients have been seen. 

2. Give them more time for the interview with the under- 
standing that the representative would call less frequently. 

3. If necessary, the physician may be more selective in the 
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choice of men to see. He can soon learn what men and what 
firms give him new and valuable information. 
4. Use published material on medications efficiently. 
There is a limit to the amount of time a physician can 
spend with professional representatives. Their visits increase 
the cost of medical practice. I do think, however, that 
physicians and officials of drug firms might well get together 
for a consideration of the problem of using professional 
representation more effectively. 
C. O. Minter, Ph.D. 
Chairman, Board of Directors 
Kremers-Urban Company 
Milwaukee, Wisconsin 


Recommended Reading 


Dear Sir: 

Those who are concerned with the problem of hospital 
staff privileges for general practitioners should read an ex- 
cellent survey made by the Hospital Council of Greater 
New York entitled “Hospital Staff Appointments of Physi- 
cians in New York City.” 

Of special interest is the chapter on the general practi- 
tioner. There is much of value in this book which, while 
written about greater New York, is relevant to hospitals the 
nation over. 

Francis T. Hopces, M.D. 
San Francisco, California 


An editorial on the results of this study appeared in the July 
GP, page 33, but we agree with Dr. Hodges that members 
would benefit by reading the entire report.—PUBLISHER 

(Continued on page 227) 
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Rapidly bactericidal. 
Well tolerated. 
Does not predispose to 
monilial superinfection 
or vitamin B complex 

deficiency. 
Average dose: 
200 mg. every four to six hours. 


Supplied as 100 and 200-mg. 
specially coated tablets. 
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For Gastro-Intestinal Dysfunction 


An Improved 


Anticholinergic Agent 


‘Elorine Sulfate’ relieves spasm and ganglia and effectors where the 
hypermotility of the gastro-intesti- _ presence of acetylcholine mediates 


nal tract, with negligible side-effects. transmission of stimuli. Clinical 


It is an excellent adjunct in peptic data show profound inhibiting ef- 
ulcer therapy. As an anticholinergic fect on intestinal motility in doses of 
drug, ‘Elorine Sulfate’ effectively 50 to 75 mg. In this effective dosage 


inhibits neural stimuli at those range, side-effects are minimal. 


PULVULES 


(Tricyclamol Sulfate, Lilly) Ss Seq 


For spasmolysis without sedation— 
in 25 and 50-mg. pulvules. 


PULVULES 


Formula: ‘Elorine Sulfate’ 25 mg. 

‘Amytal’ (Amobarbital, Lilly) 8 mg. 

aN Combines ‘Elorine Sulfate’ with ‘Amytal’ to provide 
(Tricyclamol Sulfate and Amobarbital, Lilly) to she 
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Editorials 


The Periodic Health Examination 

Wuen family physicians are questioned about use 
of the periodic health examination in their prac- 
tices, a variety of attitudes are uncovered. Only a 
small minority of physicians thoroughly under- 
stand this type of examination and use it properly. 
The majority acknowledge the importance of the 
examination but obviously fail to take full advan- 
tage of the opportunities it affords. Some physi- 
cians neglect the examination almost entirely, 
either because they are “too busy” or because 
they have not convinced themselves or their pa- 
tients that check-ups are valuable. 

It is apparent that there is a rather general 
need for reorientation of physicians’ thinking 
about the periodic examination. Too many regard 
it as a means for stamping a patient “healthy” or 
“sick,” and nothing more. Of course, when the 
examination is used only for this purpose, it 
nevertheless has some value. It serves for detection 
and treatment of diseases, and in the case of those 
stamped “healthy,” it provides a pleasant sense of 
comfort and security. 

Application of the periodic examination only 
as a case-finding method or as a booster for morale 
is indeed a prostitution of its greater purpose— 
prevention of illness. Fulfillment of that purpose 
requires some ingenuity and a large amount of 
common sense—attributes with which most family 
physicians are heavily endowed. Entirely apart 
from the thoroughness of their examinations, phy- 
sicians may better appreciate how well or how 
poorly they practice preventive medicine by con- 
sidering some questions. Do you arrange for peri- 
odic check-ups of all your regular patients? Do 
you accept responsibility for notifying a patient of 
the time for his next check-up, or do you leave it 
to the patient to call you? As a part of periodic 
examinations, do you regularly attend to the needs 
of patients for immunizations against infectious 
diseases—adults as well as children? After examin- 
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ing patients how much attention do you give to 
correction of factors that are known to predispose 
to physical illnesses—factors like inadequate diet, 
insufficient rest, obesity, and poor posture? As a 
family physician how much attention do you give 
to frictions and bad interpersonal relationships 
within the family—factors that may predispose to 
psychiatric illnesses? When you detect such fac- 
tors, how much time do you allow for counseling 
those who are concerned? 

The periodic health examination has extraordi- 
nary prestige with patients. They welcome it and 
are willing to pay a suitable fee for the services 
involved—a fee often considerably greater than 
they pay for a standard office visit. Unfortunately 
some general practitioners believe that they are too 
busy to spare the time for check-ups of all their 
patients. These physicians especially need reorien- 
tation. They should seriously consider whether 
they do a greater service by treating disease or by 
preventing disease. General practitioners have a 
unique advantage and therefore a unique obliga- 
tion regarding the periodic examination. They are 
the only physicians who serve in a personal ca- 
pacity to all members of the family. They are the 
only true family physicians. As such, they have 
the best opportunity for using the periodic exam- 
ination for fullest benefit to family health and 
therefore to national health. 


What Is “High Blood Pressure"’? 


A Few years back, Dr. Arthur M. Master raised the 
question as to what is a “normal” blood pressure. 
He found fault with selection of an arbitrary value 
of 150/90 as the upper limit of normal for all adults 
over 40. Use of this value seemed to him to result 
in an excessive incidence of hypertension. There- 
fore he and his colleagues studied the blood pres- 
sure in 74,000 gainfully employed persons up to 
the age of 64. The ranges of normal blood pressure 
for each decade and by sex were thereby obtained. 
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Academy members who heard Dr. Master talk 
about this at the 1953 Annual Assembly will recall 
that the upper limit of normal for each age group 
was higher than that previously used. 

These studies have had a tremendous influence 
upon physicians’ (and patients’) thoughts about 
blood pressure. All of this has been especially op- 
portune because only recently, practical methods 
have appeared for control of hypertension. And the 
first step in using such methods is knowing when 
to use them, that is, knowing what levels of blood 
pressure truly represent hypertension. 

Now Dr. Master is extending his valuable studies 
to include people 65 years old or older. For various 
reasons the only satisfactory way to get the informa- 
tion he needs is by enlisting the aid of practicing 
physicians throughout the country. Accordingly, 
simple questionnaires have been sent to 17,000 
physicians. Each of these doctors has been requested 
to record blood pressure measurements and a few 
other data on six patients. From that information 
Dr. Master will build his report—a report that is 
urgently needed in view of the “aging” of our 
population. 

Because of the exceptional importance of Dr. 
Master’s efforts, physicians who have received 
questionnaires are urged to complete them promptly 
and accurately. Those who did not receive ques- 
tionnaires, and who wish to participate in the study, 
may do so by sending a postcard to Blood Pressure 
Study, 11 East 100th Street, New York 29, New York. 
Here is an unusual opportunity for practicing 
physicians to join a valuable research project. 


Aspiration Biopsy of the Kidney 


IN RECENT years the importance of needle aspiration 
in diagnosis has been enormously enhanced by the 
use of a needle that obtains a sizable plug of solid 
tissue. This technique is best known in connection 
with liver biopsy—a procedure that has been exten- 
sively used in the study of all kinds of liver diseases. 
The technique has also been successfully applied to 
the thyroid, lungs, and spleen. Recently the kidneys 
have been similarly approached, and preliminary 
reports are encouraging. 

Writing in the American Journal of Medicine for 
September, 1951, Iversen and Brun of Copenhagen 
reported on the results of eighty renal biopsy at- 
tempts in sixty-six patients. About half of the at- 
tempts were successful in obtaining a specimen of 
kidney tissue suitable for histologic examination. 
Stimulated by this report, Parrish and Howe made 


fifty biopsy attempts in forty-one patients. They 
were successful in about two-thirds of their cases, 
and have recorded the results in the Journal of Lab- 
oratory and Clinical Medicine for July, 1953. Al- 
though there were minor differences of techniques 
of the two groups of investigators, both limited 
biopsy attempts to the right kidney in order to avoid 
striking large blood vessels or the spleen. Contra- 
indications to the procedure included a hemorrhagic 
diathesis, evidence of severe obstruction to urinary 
flow from the kidney to be examined, congestive 
heart failure with an abnormally high venous pres- 
sure, and the presence of only one kidney. There 
were almost no serious complications. Patients reg- 
ularly had transient hematuria—usually micro- 
scopic and lasting up to twelve hours. In one patient 
of the Parrish-Howe series, a large retroperitoneal 
hematoma developed and was drained through a 
flank incision, and the patient recovered. The 
authors mentioned that infection and _perirenal 
extravasation of urine are other complications that 
may be encountered with continued use of the 
method. 

Both groups of investigators gave details of occa- 
sional cases in which needle biopsy led to diagnosis 
of renal disease that otherwise might have remained 
obscure. However, they agreed that the procedure 
holds greatest promise as a research tool. They cited 
its advantages for study of milder renal disorders 
that only rarely come to autopsy, and for study of 
more serious diseases during early phases. The 
latter application of the technique holds large aca- 
demic interest and may turn out to have consider- 
able practical advantage. This is especially true be- 
cause serial biopsies are quite feasible. For example, 
it is attractive to suppose that knowledge about 
hypertensive states can be advanced by observation 
of the evolution of vascular and other changes in 
the kidneys. Correlation of clinical and histologic 
findings has always had a favorable influence upon 
medical progress. Aspiration biopsy of the kidney 
affords the opportunity for such correlation in a 
group of diseases that have the highest priority of 
interest. 


Still Favored by Many— 


Juty 5, 1953, marked the fifth anniversary of the 
present British National Health Service. In an inter- 
view with a typical general practitioner serving 
under it, the New York Times finds that he is, on 
balance, more satisfied than dissatisfied. 

Asked to list his objections, Dr. Harper (a ficti- 
tious name) replied that the biggest one is ‘a rather 
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indefinite one. You have the feeling there’s a sort of 
power behind the scenes that can interfere. You 
feel there is a third party between you and the pa- 
tient. It is not as great as you feel it is, but it is 
there.” 

Also, says Dr. Harper, “the patient has the whip 
hand. He can push the doctor around and the only 
recourse is to ask that the patient be transferred to 
another man’s list. The doctor has no contract or 
guaranteed working conditions. His responsibility 
to his patients continues 365 days a year and 
twenty-four hours a day. A patient who directly 
pays only a few shillings a year may call on the 
doctor as often as he likes.” 

‘One could sum it all up,” concludes the doctor, 
“by saying that the Health Service Act was de- 
signed for the benefit of the patient rather than the 
doctor. It’s a one-sided agreement.” 

A dentist under the service is depicted as being 
more dissatisfied than the physician. Dentists are 
required by the service to secure the approval of a 
committee before undertaking any work except 
emergency treatment and cleaning. The dentist is 
quoted as saying that the service has destroyed the 
old relationship between patient and doctor and has 
commercialized the practice of medicine. 

Although he was then in private practice, Dr. 
Harper elected to join the Health Service in 1948, 
as did 18,500 other general practitioners, only 500 
choosing to remain in private practice. At the same 
time, 97 per cent of the British population elected to 
sign for the Health Service rather than remain as 
private patients. 

“Considering the financial circumstances of the 
country, I think I am doing financially as well as I 
would have done if I had remained in private prac- 
tice,” says Dr. Harper. “Our type of high class 
practice would have changed anyway because of 
high taxes.” 

He also cites a sense of security he did not have 
before, as a man who “never liked the financial 
aspects of medical practice or assessing the ability of 
patients to pay.” 

Discussing bureaucratic interference in the work 
of Health Service doctors, Dr. Harper states that 
while in theory there is a great deal, in practice 
there is very little. He goes on record as believing 
that there really should be more interference, in 
view of the fact that public money is being spent. 
“So far as clinical treatment is concerned,” he says, 
“one has complete freedom. You do whatever you 
feel is justified.” 

While any form of socialization of medicine is un- 
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wanted in the United States, a look at the British 
Health Service after five years bears out what we 
have said before. With both the Labour and Con- 
servative parties voting for the service, and the 
British Medical Association itself in favor of the 
plan in principle, the Health Service is in Britain to 
stay—at least for the foreseeable future. 


Adolescents Are People Too 


For every person, a personal physician. This was 
an outstanding recommendation of the Dichter 
Report of which GP published a summary in Octo- 
ber, 1951. That recommendation was intended pri- 
marily as a means for improving relationships be- 
tween the medical profession and their public. The 
recommendation was worded with a realistic view 
to the growth of specialization. It was recognized 
that, for a family that preferred treatment by 
specialists, two or more personal physicians might 
be needed. Thus, the man of the family might have 
an internist as his personal physician, the woman 
an obstetrician-gynecologist, and the children a 
pediatrician. 

For many families, especially city dwellers, this 
kind of arrangement seems to work out all right 
for a time, although efforts to improve family 
health are never very well correlated. Sometimes, 
indeed, they seem to work at cross purposes. In 
addition, the system has one glaring fault. It may 
provide adequate medical care for the adults and 
for the children, but it fails for those members of 
the family who are in between—the adolescents. 
As they outgrow the services of the pediatrician, 
there tends to be a gap in the continuity of their 
medical care. Often several years will pass between 
the time when they are last seen by the pediatri- 
cian and the time when they see their next per- 
sonal physician. As a matter of fact, it is not unusu- 
al for a healthy youngster to pass through most of 
his teens without seeing any doctor who could 
claim to be a personal physician. 

A break in the continuity of medical care is a bad 
thing at any time of life. It is especially dangerous 
during adolescence. This is a period of extraordi- 
nary physical and intellectual growth, of emotional 
strains, of peculiar vulnerability to certain physical 
disorders, for example, tuberculosis. This is a 
period when the services of a personal physician 
are unusually important to the total health of the 
patients. 

If physicians generally accept the tenet that all 
people should have personal physicians, and if 
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they acknowledge that adolescents are people too, 
then the obligation is self-evident. Pediatricians in 
particular can do much to prevent the lapse in 
medical care. When they see that a patient is out- 
growing them, they should insure that he will 
come under the attention of another physician 
without delay. 

The problem of breaks in continuity of medical 
services is much smaller for people who have one 
family physician—a general practitioner—instead 
of a multiplicity of personal physicians. Even so, 
there is some risk that youngsters in a family will 
stray from the family physician’s care when they 
reach adolescence. Perhaps this tendency is a side 
effect of their striving for emancipation from the 
family. Whatever its cause, it must be counter- 
acted, and that’s another part of the family physi- 
cian’s job, 


Have Your Smoke and Read It Too 


Tuer: is little doubt that there has been a decided 
and progressive increase in the incidence of carci- 
noma of the lung during the past five decades. This 
increased frequency is an absolute one and is not 
adequately explained by improved diagnostic tech- 
niques, progressive aging of the population, a de- 
crease in the number of deaths from other diseases, 
or more accurate certification of causes of death. 
From 1938 to 1948 the incidence of carcinoma of 
the lung increased by more than 100 per cent, while 
during the same period the incidence of malignant 
neoplasms in general increased 30 per cent. It is 
also striking that males are affected to a dispropor- 
tionate degree. The cause for this great increase in 
cancer of the lung is being sought with increasing 
vigor, and principal attention is being directed 
toward carcinogenic pollutants of the air. 

As regards the type of air pollution, two main 
protagonists exist: (1) those suggesting that the air 
contaminants are released from incinerators, indus- 
trial establishments, exhaust fumes from engines 
and locomotives, tarred and oiled roads, and the 
many other effluents spewed forth in industrialized 
areas, and (2) those suggesting localized air pollu- 
tion occuring during tobacco smoking. 

A study of the geographical distribution of cancer 
of the lung indicates an obviously higher incidence 
in urban areas than in rural areas. It is unlikely that 
differences in the smoking habits of the inhabitants 
of these areas accounts for the difference. Rather, it 
is possible that occupational factors existing in these 
regions explain the variation. Furthermore, certain 


occupational groups demonstrate an excessively 
high susceptibility to lung cancer. 

The significance of cigarette smoking in the etiol- 
ogy of carcinoma of the lung has received widespread 
attention. In one study of men with bronchiogenic 
carcinoma other than adenocarcinoma, 96.5 per 
cent were moderately heavy to chain smokers for 
many years, compared with 73 per cent among the 
general male hospital population without cancer. 
Other data indicate that pipe smoking and cigar 
smoking bear no relationship to lung cancer and 
that there is no association of carcinoma of the lung 
with inhaling during cigarette smoking. Further- 
more, no relationship is claimed between adeno- 
carcinoma of the lung and cigarette smoking. 

Statistical analysts are having a grand time with 
all the figures, and the arguments go on and on. 

Meanwhile one of the most constructive sugges- 
tions regarding the problem was made in an editorial 
in the New England Journal of Medicine for Sep- 
tember 10, 1953, in which it was stated: “The situ- 
ation affords unusual opportunities for the vast 
tobacco interests to support impartial researches 
into the effects that their products may have on 
human health.” 

As for the average smoker, his reaction to all this 
is quite human. His approach may be like that of the 
fellow who smoked about a pack of cigarettes a day 
and read in the paper a report suggesting that smok- 
ing may cause cancer of the lung. A few days later, 
he read the same thing in a magazine. Still later, he 
read a similar report in a book. All this worried him 
so much that his smoking pleasure was spoiled—so 
he decided to give up reading! 


Preparation for Constructive Medicine 

At THE University of Pennsylvania School of Medi- 
cine, a method has been devised for giving medical 
students the perspective the family doctor has al- 
ways had. It consists of the Family Health Advisor 
Service and is described by Appel in his article on 
‘Putting the Family Back in Medical Education,” 
published in the New England Journal of Medicine 
for September 3, 1953. 

By way of introduction, the author recounted the 
changes that have taken place in medical education 
and medical practice. He wrote, “There has been a 
shift from home to hospital and clinic practice, lab- 
oratory medicine has increased, and the compart- 
mentalization of medical knowledge and skill has 
given rise to specialists and physicians in group 
practice, who are replacing general practitioners.” 
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Although this trend has provided noteworthy 
scientific gains, there have been attendant losses— 
especially those that result from failure to consider 
the patient as a whole person in his own individual 
setting. 

Appel succinctly summed up the problem with, 
‘Medical technology has outrun not only its soci- 
ology but also its psychology.” 

The trend has now quite definitely reversed. One 
indication of that reversal is the renewal of interest 
in family practice on the part of physicians, and in 
family physicians on the part of our people. The 
Family Health Advisor Service at the University of 
Pennsylvania is a part of the new picture. In that 
service, each freshman medical student is assigned 
a family. 

Appel describes the student’s activities in the fol- 
lowing manner: 

“For four years he acts as a friendly adviser for 
the family, keeping track of events, whether medi- 
ical, economic or sociologic—the growth and devel- 
opment of its members and the effect of illness, in- 
jury or emotional conflict. He visits the family once 
a month if there is no illness and more frequently if 
there is illness or trouble. He observes the sanitary 
level of the home and neighborhood, the presence 
or absence of recreational opportunities, the inter- 
action of various members of the family, the pres- 
ence or absence of emotional tensions and conflict 
and their influence on the various members of the 
family. In emergencies the student can call on a 
faculty adviser. A small group of students meets 
once a month for discussion with a faculty group 
consisting of an internist, pediatrician or surgeon, a 
social worker and a psychiatrist. The home and the 
family thus become the first laboratory for the study 
of human relations. . . . The student does not pre- 
scribe medical treatment. It is not a home-care 
program. The student acts as an adviser or co-ordin- 
ator or interpreter of the hospital and doctors to the 
patient, and family, or of the patient and his family 
to the hospital and its doctors or to the family 
physician.” 

Appel reports that the Family Health Advisor 
Service supplies “‘practical, vivid motivation for 
learning.” In essence the course represents the 
student’s opportunity to develop talent for the art 
of medicine. 

Later, as a practicing physician, he will do more 
than treat illnesses. He will practice what Page 
calls constructive medicine—a type of practice that 
emphasizes anticipation and prevention of diseases 
more than their cure. 
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Hospital Staff Privileges 


Tue privilege of treating his patients in a hospital 
is very essential to the modern physician. Almost 
everyone concerned with medical and hospital care 
agrees that all ethical, licensed physicians should 
have access to hospital facilities. But there appears 
to be considerable lack of agreement on granting 
privileges or providing opportunities for physicians 
to advance in privileges through experience. 

The Academy’s Commission on Hospitals has 
prepared a “Manual on General Practice Depart- 
ments in Hospitals,” and has published explana- 
tory articles. The information is intended to assist 
general practitioners in improving medical care 
and medical practice in their own hospitals. Another 
article entitled “Integration of General Practice 
Departments in Staff Organization” appears in this 
issue. 

We hope you will read this article and then send 
any comments you wish to make to the Commis- 
sion on Hospitals. 


A Goal for Health 


*“*My own feeling is that in the future, the doctor’s 
work will be more and more educational, and less 
and less curative. More and more will he deal with 
the physiology and psychology of his patient, less 
and less with his pathology. He will spend his time 
keeping the fit fit, rather than trying to make the 
unfit fit.” 

These words are extracted from Dr. Robert 
Collier Page’s talk before the Economic Club of 
Detroit last May 25. In one sense, that talk was a 
presentation of the mechanical features of Dr. 
Page’s plan for providing more efficient medical 
service by means of what he calls a ‘Medical Service 
Station.” In another and larger sense, the talk em- 
bodied all the common sense and foresight that 
might have been expected from its title—‘‘Where 
Do We Stand Now in Regard to Socialized Medicine 
and Private Enterprise in Providing Adequate 
Health for All Our People Throughout the United 
States?” 

Dr. Page based his arguments and expositions 
upon two changes in attitudes and concepts of 
medicine. The first is that treatment of a disease 
must be directed not at an organ or an anatomical 
part but at a whole man—that treatment requires 
evaluation of the patient’s total personality, which 
includes his physical, mental, and social state. The 
second change is in the concept that maintenance 


Durtnc his stay in the hospital while he is under- 
going surgery, the average patient wants and needs 
his family physician as his medical attendant. Those 
instances wherein the family physician is the sur- 
geon are not germane to this essay. Today the field 
of surgery is so wide and complex that more often 
than not, special skills are needed to bring the best 
in modern medicine to the greatest number of pa- 
tients. It is usually the rule that the patient does not 
know the surgeon as he knows and trusts the phy- 
sician who recommended an operation. The surgeon 
was accepted on the recommendation of the family 
physician or the medical attendant. (Hereafter this 
member of the team is called the medical attendant.) 

Usually the patient wants his medical attendant 
actively engaged upon his case for the obvious rea- 
son that this was the first doctor of his choice—a 
terrific and important thing for the patient’s morale. 
By and large, the surgeon makes a quick visit to the 
bedside on the days following the operation and, 
thereafter, to check up on the postoperative course 
and condition. It is the medical attendant who takes 
the time to sit down to listen, and equally important 
to explain and to comfort and support the patient 
during the ordeal. Alas, this aspect of the Art of 
Medicine seems to be known just to those who have 
it. In teaching, in theory, and in practice most 
authorities give it but the dignity of casual refer- 
ence. 

An important factor in this teamwork of surgeon 
and medical attendant, too often overlooked, is the 
skill and time required to prepare the patient for 
surgery. Few monographs on the subject of pre- 


Guest Editorial... Fee-Splitting Is Unnecessary 


operative care have stressed the manner in which 
the patient is informed (by his medical attendant in 
almost all instances) and the help rendered in work- 
ing out a choice of the best time, what to do with 
the children, how to tell the relatives—and all the 
seemingly trivial but always harassing details to the 
patient. The type of salesmanship that this some- 
times requires parallels the talent that could sell 
falsies to Marilyn Monroe. 

The medical attendant is the surest means of ob- 
viating excessive surgical fees. When a patient 
falls into the hands of a “‘sharpie” in our profession, 
the gouger, he either pays or goes to court. Such is 
human nature, and because of the urge for a whip- 
ping boy, the victim damns the entire profession 
and crusades for Political Medicine. 

Surgeons, of necessity, depend upon referring 
physicians for their work. They are anxious to have 
the best relations with all who refer patients. Aside 
from being sensible, it is an economic essential. The 
referring physician is the one who knows the finan- 
cial status of the patient. When he isn’t consulted 
concerning the fee and the patient thinks the sum 
charged was exorbitant, to whom does the patient 
make his objections? The surgeon who charged the 
fee? Not likely! 

Is the medical attendant needed during the post- 
operative course? Too many patients feel that this 
period of observation is exclusively in the domain 
of the surgeon. There are surgeons who share this 
opinion. Even excluding those patients who have 
serious pre-existing illness of a chronic nature— 
cardiac, renal, metabolic—most are better by hav- 


of health (constructive medicine) is more important 
than treatment of disease. As a corollary to these 
changes, the speaker discussed the concept of the 
responsibility for health, noting that private enter- 
prise and government are candidates (willing or un- 
willing) for this responsibility. 

With regard to these concepts, Dr. Page analyzed 
the opportunities and obligations they create for all 
concerned—industry, labor, medical profession, 
hospitals, insurance carriers, government, and the 
individual citizen. In passing, he took a “look at 
what we already have in the form of socialized medi- 
cine—which is actually here, and in most of its 


present degree, here to stay.” He called attention 
to the fact that the government now provides “free” 
medical care for a large and growing number of our 
people, and contributes substantial sums to medical 
education. To him, this spelled “the inevitability of 
full and complete socialized medicine unless, of 
course, certain positive steps are taken to curtail 
this trend while there is still time.” 

As an answer to the opportunities and obligations 
for providing better medical care, and as an answer 
to the threat of full and complete socialized medi- 
cine, Dr. Page stated “‘that there is no one group or 
profession that can carry the complete burden and 
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ing a medical attendant during their hospitalization. 
Of course, there are exceptions, and especially in 
fields of minor surgery such as ENT and Proctol- 
ogy. (Let’s pause until the screaming subsides.) By 
and large, most surgeons are happy to have the med- 
ical attendant working with them at this time. 

The medical attendant’s help in preventing post- 
operative complications is often invaluable. To 
await the appearance of trouble before calling him 
into the case to deal with an actuality is not only 
dangerous, it is costly and unnecessary. An ounce 
of prevention is still worth more than a pound of 
cure. 

Just what does the medical attendant do that aids 
in the avoidance of complications? This question 
cannot be answered specifically unless the myriad 
instances wherein he has helped are given. Just be- 
cause one patient came through a serious surgical 
procedure without sequelae and simply in the hands 
of the surgeon does not demonstrate that medical 
attendance during the vast majority of confinements 
for surgery is a needless luxury. 

Almost all insurance companies abet the surgeon 
and the public in the belief that medical attendance 
is superfluous. They will pay for the hospital, the 
operating room, the anesthetist, and the surgeon— 
but not one penny for the medical attendant. When 
that patient insists upon his being “‘on the case,” it 
is a luxury item and one not covered or provided for 
in his policy. 

Having a medical attendant is like having a 
radio or television set in the room: nice to have 
around, but not essential to recovery. Yet he is 
only the guy who discovered the need for the surgi- 
cal procedure, had something to say about the type 
of anesthesia, one whose decision is wanted as to the 
extent of surgical procedure and exploration, and 


the doctor to whom the patient returns after the 
operation. 

Fee-splitting fosters many evils, not the least of 
which is unnecessary surgery for the avaricious med- 
ical and surgical “‘clinkers” in our profession. It 
isn’t that a doctor cannot make a good living in the 
practice of the healing art, he can make more by 
being shady. These lugs are aided in their pernici- 
ous business by membership in our medical societies 
and by continuing to hold staff appointments in 
hospitals. As long as doctors are human they will 
be subject to the errors of the flesh. The vast ma- 
jority know that honesty is the best policy, but 
their virtue permits the exploitation by the few 
who are shady. 

It is the wish of the patient to pay for the services 
he receives, by the insurance coverage he has, and 
by his pocketbook, for all justifiable charges not cov- 
ered by his policy, or policies. While all Americans 
like to get something for nothing, they know they 
have to pay to get everything they need. 

The dead fish that glows and stinks upon the 
shore of public opinion is the seemingly tacit ac- 
ceptance by the medical profession of the sin of 
fee-splitting, ghost and unnecessary surgery. That 
this fish is an abomination in our nostrils fails of 
recognition by most of the people who are our pa- 
tients. As long as some of us feel that the only way 
we can earn money is to seek it by underhanded 
(this means Nor visible to the patient) division of 
fees, then we deserve to be suspected and vilified. 

And, it is all so unnecessary! For, when a doc- 
tor of medicine isn’t honest, he isn’t a doctor: he 
has become concerned in the peddling of flesh, and 
the lucre therein. He is but a Judas, looking for a 
face to kiss. 

A. Jounson, M.D. 


responsibility of total medical care.” He went on to 
say, “What is left then but the joining of forces— 
teamwork between and among both the leaders and 
the rank and file in all fields of enterprise.” He 
warned that “teamwork is required by the doctors 
themselves, who must learn to work together in 
organized groups, with paramedical staffs, and suit- 
able equipment to do the job well.” 

Dr. Page believes that teamwork by physicians 
can best be realized in his “Medical Service Sta- 
tion” —a physical plan for providing total medical 
care to a population for a cost within their means. 
Of special interest to readers of GP are some of the 
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factors that the speaker listed as essential for mak- 
ing his plan practical. In his words, these were: 

Placing the significance of medical service where it 
belongs by: 

(a) Giving credit to branch of medical profession 
caring for maximum number of medical problems. 
Naturally I am thinking here of the general practi- 
lioner. 

(b) Giving him access to paramedical staff and 
equipment necessary for him to do an effective job. 

Help to dispel erroneous concepts that: 

(a) More specialists are essential. 

(b) More costly bed care structures are needed. 
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Medical Center of El Monte, El Monte, California 


BY ROY SWARTOUT III, M. D. AND KURT GUNTHER, M. D. 


When a patient complains of “dizziness,” the first task of history-taking is to ascertain whether he 


is talking about vertigo—a sensation of whirling movement—or syncope or one of its minor variants 
(faintness, lightheadedness). This distinction is important because vertigo usually results from organic disorders, 
while syncope more often results from psychologic factors. Vertigo essentially is due to a disturbance of those 
organs that control body balance. Syncope is usually secondary to an imperfection of cerebral metabolism, 


often due to altered blood flow. 


“Dizziness” is one of the most frequent complaints 
of people who contact physicians (10 per cent of 
600 consecutive patients in a general hospital). 
Despite the frequency of the complaint, it elicits 
little diagnostic enthusiasm in the mind of the 
average doctor. This lack reflects the confusion in 
current medical thinking about the term dizziness. 
In a large majority of these cases, the clinician re- 
mains doubtful about his diagnosis, and treatment is 
started on the basis of trial and error. In too many 
instances the patient is referred to the otologist with- 
out an attempt to determine the relationship of the 
symptoms to the ear. This situation is most un- 
fortunate because a little time spent in taking a 
proper history will usually lead one in the direc- 
tion of the correct diagnosis. 

An insistence on an arbitrary definition of what 
the patient means by “dizziness” cannot be viewed 
as semantic quibbling, because in a large part, the 
definition, determines the seriousness of the basic 
cause. Patients, and even occasionally physicians, 
confuse dizziness with a sense of lightheadedness, 


whereas being dizzy is truly synonymous with hav- 
ing vertigo. The use of the term “dizziness” (ver- 
tigo) should be restricted to the description of a 
feeling of whirling movement within the head of the 
patient with the external world remaining station- 
ary. Syncope or false dizziness should be restricted 
toa sensation of sinking. The basic cause of repeated 
lightheadedness is usually psychologic, whereas the 
cause of vertigo is usually organic. 

The confusion of terms has led to the employ- 
ment of the term “true dizziness” as being synony- 
mous with vertigo and “‘false dizziness” as being 
synonymous with lightheadedness or faintness (all 
of which makes a dizzy situation dizzier). For the 
duration of this paper, the term vertigo will be used 
for true dizziness, and syncope will be used for 
false dizziness. 

In order to compare vertigo and syncope, they 
will be discussed side by side. The basic mechan- 
isms will be reviewed first, followed by an enumera- 
tion of the several causes with their differential 
points and treatments. 
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Vertigo essentially is due to a disturbance of those 
organs of the body that are responsible for body 
balance. Displacement of the posture of the head 
causes a flowing of the gelatinous substance in the 
semicircular canals. This flow arouses nervous im- 
pulses that are then transferred to the vestibular 
nuclei via the eighth nerves. From here some im- 
pulses flow to the eye muscles via the third, fourth, 
and sixth nerves, and this explains the mechanism 
for nystagmus. Some impulses reach the cerebellum 
and skeletal muscles, causing righting of the head 
position. Other impulses reach the emetic center, 
causing nausea, while still more reach the cerebrum, 
causing awareness of a disturbance in the equili- 
brium. Vertigo may result from disease or abnormal 
stimuli of any of these tissues from the end organ 
to the cerebrum. 

Syncope on the other hand is usually secondary 
to an imperfection of cerebral metabolism. This 
disturbance may be due to lack of oxygen or glucose 
or an upset of their intermediary metabolism. The 
most frequent cause of disturbed metabolism is 
cerebral anoxia. 


Vertigo Due to Labyrinthine Disorders 


The discussion of vertigo will follow the outline 
of the anatomy of the vestibular apparatus given 
above. It must be reiterated that a complete history 
is necessary in the differential diagnosis of dizzi- 
ness. This is well illustrated by labyrinthine vertigo, 
because these patients generally have an accompany- 
ing tinnitus and loss of hearing acuity. The triad of 
deafness and tinnitus with intermittent spells of 
vertigo will lead even the most uninitiated to a snap 
diagnosis of ““Méniére’s disease.” Indeed this diag- 
nosis is too frequently made the instant the patient 
states, “I have dizzy spells.” 

Despite the frequency with which the diagnosis is 
made, the exact meaning of the term ‘Méniére’s 
disease” is little understood. Originally Méniére de- 
scribed a case of deafness, tinnitus, and vertigo due 
to hemorrhage into the labyrinth. As may be antici- 
pated, this condition is not characterized by inter- 
mittent, complete remissions. Since Méniére’s time, 
this syndrome has been enlarged upon and applied 
to a variety of labyrinthine disorders. If the term 
Méniére’s syndrome is retained to describe episodic 
bouts of vertigo accompanying tinnitus and deaf- 
uess, then it should be remembered as a descrip- 
tive term of a group of symptoms and not as the 
name of a disease. The cause of the symptoms must 
be ascertained if possible. 


Causes of Ménitre’s Syndrome. One of the common 
causes of Méniére’s triad of symptoms is a chronic 
otitis media. This may be diagnosed by looking at 
the drums. Occasionally one will obtain a history 
from the patient with chronic external otitis in which 
the patient speaks in detail and with enthusiasm of 
one particular bout of vertigo. Such a history is sug- 
gestive of a fistula of the horizontal semicircular 
canal. 

Allergy has long been viewed as one of the causes 
of Méniére’s triad of symptoms. There may be a 
history of allergic diathesis or a definite onset of 
symptoms following certain foods. “Migraine otique” 
may be looked upon as Méniére’s syndrome with 
associated hemianopsia possibly on an allergic basis. 

Méniére’s triad of symptoms may be secondary to 
luetic, tuberculous, or suppurative types of laby- 
rinthitis. Signs of these diseases elsewhere in the 
body must be looked for. 

The number of times a cause for Méniére’s syn- 
drome can be demonstrated is exactly proportional 
to the enthusiasm of the diagnostician. Occasionally, 
however, despite the good use of excellent facilities, 
a diagnosis of “hydrops of the labyrinth” or “Mé- 
niére’s syndrome without demonstrable cause” will 
have to be made. 

Vascular accidents involving the labyrinth may 
give the symptoms of Méniére’s syndrome, but in 
these cases the symptoms last longer than in the 
above instances. Similar long-acting symptoms may 
follow skull fracture involving the labyrinth. This 
diagnosis is rather simple with a good history and 
physical examination. 

Long-lasting vertigo, tinnitus, and deafness may 
follow intoxication with quinine, quinidine, cinco- 
phen, streptomycin, and other drugs. So called 
“toxic labyrinthitis” may accompany any infectious 
process, but this is shortlived and without symptoms 
of deafness and tinnitus. 

Diagnosis. After a thorough history has disclosed 
that there is indeed vertigo, peripheral labyrinthine 
disease should be suspected in (1) the absence of 
neurologic signs of central nervous system diseases ; 
(2) the presence of positive otoscopic findings; (3) 
spontaneous nystagmus of the horizontal (and rarely 
rotary) type which is persistent but relatively small 
in amplitude. (It may be necessary to examine the 
eyes with a plus-15 lens at a distance of five or six 
inches in order to see a fine nystagmus.) A thorough 
examination may reveal other suggestive findings, 
€.g., positive Wassermann, pulmonary tuberculosis, 
obvious signs of arteriosclerotic disorders, etc. 

Treatment. Considerable symptomatic relief from 
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the nausea is occasionally afforded by Dramamine. 
Nicotinic acid is occasionally effective where there 
is evidence of a vascular basis for the symptoms. The 
patient usually places himself on strict bed rest and 
this is probably the best and certainly the most 
quickly effective therapeutic measure. 


Central Vertigo 


Vertigo on the basis of a lesion in the cerebrum 
or brain stem may be termed “central vertigo” in 
contrast to labyrinthine vertigo (peripheral vertigo). 
Central vertigo is usually more continuous and more 
aggravated by motion, and it persists for days at a 
time. Nystagmus is not an invariable finding, and if 
present, it may be vertical or diagonal or in two 
different directions at once. Any nystagmus that 
persists for more than five days or which is not lateral 
or is not in the same direction is due to central 
nervous system disease. The coarser the nystagmus, 
the greater the possibility of central nervous system 
disease. 

Increased Intracranial Pressure. Any disorder with 
a marked increase in intracranial pressure may have 
an accompanying vertigo. This vertigo is secondary 
in importance, but it does point out the importance 
of the fundoscopic examination in every patient with 
this symptom. Probably the most common cause of 
vertigo of central nervous system origin is multiple 
small strokes. Alvarez has described this syndrome 
very well in his book about neuroses. 

Head trauma frequently gives rise to syncope, but 
if severe enough to cause small cerebral petechiae, it 
may be followed by episodes of vertigo. In these in- 
stances it will be accompanied by paroxysmal emesis 
and a headache aggravated by exertion. There may 
be an associated reduction of the concentrating 
powers or episodes of complete amnesia. These 
symptoms are characteristically made worse by the 
possibility of financial compensation. 

The other cerebral causes of vertigo are temporal 
lobe tumors or abscesses which are different from 
the usual space-occupying lesions in that vertigo 
may be an initial complaint. 

Cerebellopontine Angle Tumor. Probably the cause 
of vertigo that is first thought of in considering the 
brain stem is a cerebellopontine angle tumor. These 
tumors are notorious for mimicking labyrinthine 
disorders. All too frequently a snap diagnosis of 
“Méniére’s disease” is made on patients suffering 
from tinnitus, deafness, and vertigo due to a tumor 
of the cerebellopontine angle. This type of case well 
illustrates the reason the patient with vertigo should 
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be thoroughly examined by the family physician, 
instead of merely being referred to an otologist. 

The history here is characteristic, because the 
vertigo has been preceded by tinnitus and deafness 
by a number of months, tinnitus being the initial 
complaint. On physical examination there will be 
found, in addition to lateralized deafness, constant 
nystagmus in which the rapid component is directed 
toward the normal side, corneal anesthesia, cere- 
bellar signs (ataxia, past pointing, adiadochokine- 
sis), and evidence of increased intracranial pressure 
(choked discs) . 

Cerebellar tumors in which there is distortion of 
the brain stem will give rise to vertigo. This diagnosis 
is suggested by increased intracranial pressure, cere- 
bellar signs, and a positive Babinski. It may be dif- 
ferentiated from the cerebellopontine angle tumor 
by the younger age of the patient, by lack of local- 
ized deafness and tinnitus, and positive Babinski. 

Occlusion of the posterior inferior cerebellar artery 
gives rise to vertigo with dramatic suddenness. The 
vertigo is so intense the patient will fall to the 
ground and lie with his face turned to the side. He 
resists any effort to turn the head. The physical 
examination is characteristic. There is paralysis of 
the soft palate and pharynx on the same side as the 
lesion. There is loss of pain and temperature sensa- 
tion on the trunk on the opposite side and of the 
face on the same side as the lesion. There may be 
an ipsolateral Horner’s syndrome. The patient re- 
covers well. 

Multiple Sclerosis. Vertigo may complicate mul- 
tiple sclerosis. Here, however, there are other signs 
indicating that there is a lesion of the brain stem 
(cranial nerve palsy, ataxia, etc.). The clinician 
should inquire carefully in the history for vague 
symptoms that have cleared up. Physical examina- 
tion may reveal loss of the superficial reflexes, with 
exaggeration of the deep tendon reflexes, tremor. 
speech disturbances, retrobulbar neuritis, and other 
motor or sensory disturbances. If vertigo is the first 
complaint and there are no signs suggesting multiple 
sclerosis, the diagnosis is indeed difficult and re- 
quires frequent, carefully repeated examinations. 
The spinal fluid examination cannot be expected to 
be helpful early in the course of multiple sclerosis. 


Syncope 


In contrast to vertigo with its numerous organic 
causes, syncope is frequently on a psychologic basis. 
Despite this fact, it is just as necessary for the phy- 
sician to search for the cause of the syncope with 
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all the enthusiasm at his disposal. Prolonged syn- 
cope is often fatal. 

The fundamental cause of syncope is an alteration 
of cerebral metabolism. The fact that altered cere- 
bral metabolism and altered cerebral function can- 
not be correlated quantitatively is attested to by 
the amount and complexity of the research work 
going on about it. 

An alteration of cerebral metabolism may be re- 
lated to (1) a lowered cerebral blood flow, (2) an 
inability of the cells to extract glucose and oxygen 
from the blood stream, (3) impaired intracellular 
metabolism. The only condition that gives the pic- 
ture of syncope and does not fit into the above 
scheme is akinetic epilepsy. This, however, is sec- 
ondary to altered cerebral electrical activity, is rela- 
tively easily diagnosed, and does not correctly fit 
into a classification of syncope. 

Cardiac Standstill. Syncope on a basis of dimin- 
ished blood flow is well illustrated by cardiac stand- 
still, due either to conduction or reflex disturbance. 
Here the patient will lose consciousness with dra- 
matic suddenness. He becomes cyanotic; will be 
covered with cold perspiration; will have dilated 
eyes, salivation, nausea, and deep respirations; and 
may even have a few clonic jerks. The most common 
causes for the cardiac standstill are heart block and 
carotid sinus hypersensitivity. 

Massage of the carotid sinus is diagnostic of 
hypersensitivity if the four criteria outlined by 
Engel are fulfilled: (1) the induced faint is identical 
with the spontaneous faint; (2) the asystole is 
long enough to produce symptoms, (3) the asys- 
tole is blocked by atropine, and (4) fainting cannot 
be induced by massage or occlusion of the carotid 
artery below the sinus. Syncope, secondary to heart 
block, is usually very well treated by oral atropine, 
t. 1. d. Indeed, if the response to this treatment is 
not satisfactory, the diagnosis must be carefully re- 
considered. 

Aortic Stenosis. Another cardiac cause of syncope, 
and one that is very little appreciated, is aortic steno- 
sis. White notes that syncope is one of the chief 
symptoms of people with aortic stenosis, and states 
that this symptom occurs in 15 to 20 per cent of 
patients having that valvular lesion. The fact that 
this type of syncope is directly related to exertion 
is illustrated by one of our patients at the Medical 
Center, who happened to be a roofer and fainted on 
two occasions while carrying heavy loads of shingles 
up ladders. The consequent serious injuries necessi- 
tated care by an orthopedist and convinced us that 
people with aortic stenosis should remain close to 


the ground. The physiology of syncope in aortic 
stenosis is entirely speculative. The diagnosis is 
rather simple if the examination of the patient is 
complete. 

Paroxysmal Tachycardias. Syncope may accom- 
pany paroxysmal tachycardias, but in this instance, 
the patient will usually give the doctor his diagnosis 
in the first sentence of his history, when this initial 
statement is made, “My heart beats fast and that 
makes me weak.” 

Coronary artery disease may be a basis for syncope. 
Engel has explained this by the inability of the heart 
to augment its output to compensate for the in- 
creased peripheral need for blood during exercise. 
Again, the correct diagnosis is suggested by com- 
petent, complete examination. 

Orthostatic Hypotension. Practically every doctor 
who has cared for a sympathectomized patient has 
had experience with syncope on the basis of ortho- 
static hypotension. Any patient with severe loss of 
muscle tonus secondary to prolonged convalescence 
may have syncope when he first stands up. This 
fainting, together with that found in pregnancy, 
Addison’s disease, severe varicose veins, and severe 
physical exhaustion, is secondary to orthostatic 
hypotension. 

These disorders have in common, abnormalities of 
the sympathetic nervous system which make for 
poor adaptation to an erect posture. The primary 
aim of these compensatory mechanisms is to offset 
the increase in the vascular bed which occurs on 
standing. This increase in the vascular bed is sec- 
ondary to (1) reduction of the velocity of blood flow, 
(2) hydrostatic opposition to venous return, (3) 
lymphedema, and (4) reduction of cardiac output. 
The important compensatory mechanisms consist of 
(1) cardiac acceleration, (2) increase in vessel tonus, 
(3) increase in muscle tonus, and (4) increase in 
respiratory volume and rate. 

Anyone that keeps a vertical position long enough 
will have syncope, and eventually he will die. That 
this observation has been long known to man was 
attested to by the Romans when they tied their 
victims to the cross. Collapse was frequently has- 
tened by giving wine which caused further decrease 
in vessel and muscle tonus. 

These actions while effective were not in the in- 
terests of science, and it remained for Piorry to orig- 
inate the investigation with work on dogs, but it is 
only quite recently that primary orthostatic hypo- 
tension has been scientifically and medically ob- 
served and labeled. This disorder is distinguished by 


intolerance to the orthograde stance, leading to 
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weakness and syncope. There is also intolerance to 
heat, with hypohidrosis, blurred vision, and diminu- 
tion in daytime urinary output. Stead and Ebert con- 
cluded that this was a selective disease of the sympa- 
thetic nervous system of central origin. The same 
is seen in association with tabes dorsalis, diabetic 
neuropathy, and arteriosclerotic disseminated cen- 
tral nervous system disorders. 

The diagnosis of orthostatic hypotension is readily 
made by the demonstration of postural inadequacy. 
The treatment of the primary type is unsatisfactory. 

Vasodepressor syncope differs from orthostatic hypo- 
tension not so much in effect as in cause and in fre- 
quency. This type of syncope is secondary to injury 
or threat of injury—real or imagined. Engel has 
beautifully described the cause of fainting as a primi- 
tive reaction to fear in which the body prepares for 
struggle, but due to the restraint of the superego, 
struggle becomes impossible. 

The increase in the sympathetic tonus necessi- 
tated by fear (first described by Darwin and elab- 
orated on by Cannon and by Selye) leads to a vaso- 
dilatation (primarily in the muscles) which greatly 
augments the vascular bed. If action is inhibited, 
pooling of blood occurs because of lack of muscle 
action, and the cardiac output is diminished. The 
resultant diminution of cerebral blood flow leads to 
syncope. A number of extraneous factors may play a 
part, including neurosis, cerebral arteriosclerosis, 
hemorrhage, external heat, and fever. It is easy to 
understand how all of these, except neurosis, detour 
blood from the brain. 

The treatment of vasodepressor syncope consists 
of placing the patient in a horizontal position and 
massaging the legs. This is so widely known that it 
has usually been successfully applied by the time the 
physician arrives at the scene. The basic treatment 
of a neurotic individual with frequent syncope may 
require the services of a skilled psychiatrist. 

Tussive Syncope. Syncope based on a sudden in- 
crease in intrathoracic pressure is not so rare as 
medical records would lead one to believe. As is 
true with many things in Medicine, its incidence is 
proportional to the number of times it is asked about. 
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For example, we ask every patient about fainting 
when the chief complaint is coughing, and in this 
way, we have made the diagnosis twice in one 
month. The impression derived by the history may 
be confirmed by having the recumbent patient strain 
against a closed glottis in deep inspiration. If a ten- 
dency to tussive syncope exists, the patient will 
soon lose consciousness. The explanation of this 
phenomenon is not clear. It may be related to the 
decreased cardiac output secondary to heightened 
intrathoracic pressure. The treatment should be 
directed toward the primary complaint. 

Cerebral Vascular Diseases. Periods of lightheaded- 
ness and fainting are common with disorders of the 
cerebral vessels. In some instances (e.g., migraine) 
there is good evidence that the physiopathology is 
localized vasospasm. In other instances, the probable 
explanation is thrombosis of a terminal arteriole. 
The diagnosis of migraine is predicated upon an 
adequate history. A diagnosis of “small strokes” or 
of hypertension depends upon an adequate physical 
examination which will usually bring to light small 
focal neurologic signs. 

Disturbances of Cerebral Metabolism. Anemia is the 
first example that comes to mind when considering 
the inability of the brain cells to extract oxygen and 
glucose from the blood stream as a cause for light- 
headedness. 

Hypoglycemia is seldom thought of in consider- 
ing syncope, but it is a fairly frequent cause. It must 
always be ruled out when considering vasodepressor 
syncope, because the physical picture of the patient 
is much the same, i.e., weakness and profuse sweat- 
ing are associated with the lightheadedness. 

The sensations of lightheadedness when one un- 
dergoes anesthesia are due probably to the inability 
of the brain cells to metabolize glucose properly. 
This results from an inhibition of the oxidation 
intracellularly. Other drugs and toxins may have 
a like effect. For example, cyanides inhibit the 
iron-containing catalysts concerned in intracellular 
metabolism. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Cortisone and Phenylbutazone (Butazolidin): Similarities and Differences 


BY JOSEPH J. BUNIM, M.D. 
Chief, Arthritis and Rheumatism Branch, National Institute of Arthritis and Metabolic Diseases, National Institutes of Health 


Similarities I. Both agents are antirheumatic drugs which are effective in 
rheumatoid arthritis, ankylosing spondylitis, and gout. 

II. Both induce retention of sodium and water so that patients 
with organic heart disease and diminished functional cardiac 
capacity may develop congestive heart failure while taking 
these compounds. 

III. Both reactivate peptic ulcers, with resulting hemorrhage or 
perforation in some cases. 
Mechanism of action is as yet obscure. 


Differences I. Chemical A. Phenylbutazone is not a hormone. 
B. It is not a steroid but a synthetic pyrazole derivative, 
Physiological A. Adrenal cortical function 

1. Phenylbutazone does not maintain adrenal function in 
hypophysectomized animals. 

2. It does not act directly on the adrenal cortex of hy- 
pophysectomized animals as determined by ascorbic 
acid depletion test of Sayers. 

3. It does not alter 17-ketosteroid urinary excretion. 

4. It does not cause eosinopenia or lymphopenia. 

B. Electrolyte balance 

1. Phenylbutazone does not affect sodium or potassium 
content of saliva. 

2. It does not cause an increase in urinary potassium ex- 
cretion. 


II 


3. It does not change the glomerular filtration rate. 
C. Gastric secretion 
Phenylbutazone does not increase uropepsin. 
I{I. Clinical A. Improvement in rheumatic diseases following 
phenylbutazone is not commonly accompanied by reduction 
in erythrocyte sedimentation rate or disappearance of C- 
reactive protein. 


B. Phenylbutazone does not increase insulin requirements of 

diabetics. 

IV. Therapeutic Phenylbutazone is not indicated in such nonrheu- 
matic diseases as status asthmaticus, atopic dermatitis, drug 
hypersensitivity, lupus erythematosus, leukemia, and nephrosis. 

V. Undesirable side effects A. On blood: cortisone is not associated 

with anemia, granulocytopenia, agranulocytosis, or throm- 
bocytopenic purpura. 

B. On the gastrointestinal system: cortisone is not associated 

with stomatitis, hepatitis, anorexia, or nausea. 

C. On hormonal balance: phenylbutazone is not associated with 
manifestations of hyperadrenocortical function such as 
obesity, “moon face,” hirsutism, striae, acneform eruption, 
pathological fractures, and increased susceptibility to mi- 
crobial infection. 
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BY W. BRANDON MACOMBER, M. D. AND MARK K. H. WANG, M.D. 
Albany Medical College, Albany, New York 


Most hemangiomas are present at birth—most frequently on the head and neck. They are about twice as common 
in girls as in boys. Malignant varieties are rare—usually can be recognized by a tendency to ulceration 

and bleeding. The two most effective methods of treatment are surgical excision and injection of a 

sclerosing solution (5 per cent sodium morrhuate). 


Tue hemangioma is frequently seen in childhood as 
the “birthmark.” Generally, it pursues a benign 
course, producing only cosmetic deformity. Occa- 
sionally, there may be a rapid acceleration in its 
growth, with ensuing destruction of the affected 
part, such as the eye, nose, cheek, neck, or any 
large area of skin. Hemangiomas are benign lesions 
but the malignant hemangioma, or hemangio- 
endothelioma, does rarely occur. 

Despite the relatively high incidence of heman- 
gioma, its treatment is far from standardized. The 
object of this paper is to review various methods of 
treatment that have been used in the past, and to 
describe in detail the methods of treatment em- 
ployed by the authors in the past five years. Two 
hundred fifty-three cases of hemangioma, exhibiting 
a total of 281 lesions, and including three cases of 
hemangioendothelioma, have been examined in this 
clinic. 

Incidence 


Age. The majority of hemangiomas are present at 
birth or shortly thereafter. Harwell found seventy- 
five angiomas in 1,000 well babies under 1 year of 
age. Watson and McCarthy, in a series of 1,001 pa- 


tients, found that 73 per cent of hemangiomas 
were present at birth and 85 per cent before the 
end of the first year. Fitzwilliams found that, in 83 
per cent of his 645 cases, the lesions had been pre- 
sent at birth, and an additional 13 per cent were 
noted in the first three years. 

In our series of 253 cases, 65.2 per cent were pres- 
ent at birth, 86.4 per cent showed themselves 
within the first year, and 88.0 per cent before the 
patient reached 3 years of age. 

Sex. There is, apparently, an overwhelming pre- 
ponderance in the female. Fitzwilliams’ experience 
is given as: 65 per cent female and 35 per cent 
male. Watson and McCarthy report an identical 
experience. 

Of our series, 68.4 per cent were female, and 
31.6 per cent male. Whether this represents a true 
preponderance of female incidence, or an increase 
of parental anxiety regarding cosmetic deformity in 
a female infant, is open to question. 

Location. Harwell gives his distribution of lesions 
as follows: 62 per cent on head, face, and neck; 
25 per cent on trunk; and 12 per cent on extremi- 
ties. Watson and McCarthy’s distribution is given 
as: 56 per cent on head and neck, 23 per cent on 
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Figure la. Capillary hemangioma of pubis and per- 
ineum in 2-month-old girl. b. Results of treatment by 
Sifteen injections (1 to 4 cc. each) of 5 per cent sodium 
morrhuate solution. ¢. Microscopic picture of capil- 
lary hemangioma showing closely packed small ves- 
sels lined by endothelial cells. 


trunk, 19 per cent on extremities, and 2 per cent 
on genitalia. 

Our series of 281 lesions was strikingly similar: 
54.7 per cent occurred on the head, 4.6 per cent 
on the neck, 20.0 per cent on the trunk, 18.9 per 
cent on the extremities, and 1.8 per cent on the 
genitalia. There were twenty-four cases which ex- 
hibited more than one lesion in separate locations. 


Etiology 


There is a considerable difference of opinion 
among pathologists as to whether the angioma con- 
stitutes a true neoplasm. Virchow suggested that 
these tumors arise from the effect of local irritation 
on imperfectly formed blood vessels. Rokitansky 
considered hemangiomas simple hypertrophies of 
the vascular element and not neoplastic over- 
growths. The Cohnheim theory that hemangiomas 
are congenital, arising through embryonic seques- 
tration of mesodermal tissue, has been favored by 

several pathologists, including Ribbert. 

Trauma as a factor has been stressed by Pilzer. 
On the other hand, David and Wilgis were of the 
opinion that trauma is merely a contributory and 
stimulating factor to a pre-existing lesion. 

Hemangiomas may also be related to the female 
sex hormone. In this connection, a hemangioma make 
may start or may increase rapidly in size at puberty 
or at the onset of pregnancy (Watson and Mc- 


Carthy). 


Pathology 


A. Capillary Type. According to Frazer, the ori- 
gin of a capillary hemangioma can be traced to 
failure in establishing contact between groups of 


Figure 2a. Sclerosing hemangioma of hand in 60-year-old woman. b. After treatment by ex- 
cision and full thickness skin graft. ¢. Microscopic picture showing vessels as mere slits, lined 
by flattened endothelial cells and surrounded by dense, cellular, fibrous connective tissue. 
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Figure 3a. Cavernous hemangioma of eyelid in 18- 
month-old child. ». After treatment with two injec- 
tions (5 cc. each) of 5 per cent sodium morrhuate solution. 


cells in the vascular layer of the embryo and the 
developing vascular network. Such cells proliferate 
and become vacuolated. However, in their disjoined 
state they remain a mass of minute, blind channels 
through which the blood of the general circulation 
does not pass. The lumina of the blood vessels in 
this tumor are empty or contain a few immature or 
degenerate corpuscular elements. This type of 
tumor is usually situated in the deep layer of the 
skin over which the epidermis is thin and velvety. 
The lining of the blood vessels is well differentiated. 
These hemangiomas are called the “port-wine” 
type. 

“The strawberry mark” is a type of capillary 
hemangioma in which the lesion involves the skin 
and subcutaneous tissue (Figure 1). It has a bright 
red, irregular surface and is elevated above the 
skin. The compact or sclerosing type is attributable 
to intense proliferation of the cells forming the 
walls of fine pseudocapillaries (Figure 2). This gives 
rise to perivascular or endovascular thickening, 
and results in the formation of a solid mass of cells 
in which the lumen is no longer visible. However, in 
some areas these cells appear to enclose tiny spaces 
suggestive of the lumina of capillaries. In a few 
cases, the lumina are so large and numerous that 
they make the vascular nature of this lesion ob- 
vious. Dark brown granules of hemosiderin are often 
present. The overlying epidermis may be normal, 
atrophic, or moderately acanthotic. Tumors of this 
type readily undergo malignant change. 


Figure 5a. Capillary cavernous hemangioma 
of tongue in 6-year-old girl. b. After treat- 
ment with one injection of 6 cc. of 5 per cent 
sodium morrhuate solution. 


Figure 4. Microscopic picture of cavernous 
hemangioma showing large blood-filled 


spaces lined by endothelial cells. 


In our series of 281 lesions, ninety-one are of the 
capillary group. Among these, eighty are of the 
strawberry type and eleven of the port-wine variety. 

B. Cavernous Type (Figure 3). This type results 
from the establishment of a connection between the 
general circulation and the fine channels of a tumor 
of the capillary type. The capillary tubules become 
distended ; the walls break down further ; and pools 
and channels of normal blood are found in irregular 
spaces, which are still lined with endothelium (Fig- 
ure 4). When the afferent and efferent vessels of the 
tumor are large, the tumor may pulsate. Sometimes 
a palpable thrill is also present. 

In our series, there are sixty lesions of the cavern- 
ous type. 

C. Mixed Type (Figure 5). Ordinarily, one finds no 
difficulty in distinguishing a hemangioma of the 
capillary from one of the cavernous type, but fre- 
quently a tumor may bear the characteristics of both. 
It may exhibit the elements of a capillary lesion on 
the surface, and yet retain a connection with the 
general circulatory system, as do cavernous types. 
We classify such a tumor as the mixed type. 

A total of 127 lesions in our series can be classi- 
fied in this group. 

D. Malignant Hemangioma or Hemangwendo- 
thelioma. The malignant hemangioma has a different 
histologic picture from the typical benign heman- 
giomatous structure, in that it presents extremely 
cellular areas consisting of large, anaplastic endo- 
thelial cells surrounding small spaces. Mitoses are 
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present. As we have mentioned above, this kind of 


tumor is uncommon. 

The confusion in terminology, as well as in patho- 
logic characteristics, of hemangioendotheliomas has 
not been settled by the oncologist. The term “he- 
mangioendothelioma” was first used by Mallory. 
Ewing defined the hemangioendothelioma as a 
slowly growing tumor of the skin or subcutaneous 
tissue, occurring chiefly in children, in which there 
is a nearly diffuse growth of endothelial cells with 
imperfect formation of capillaries, which may be 
called “hemangioma hypertrophicum cutis.” 

Contrary to this, is the opinion of Willis that 
vascular hamartomas as well as other kinds of 
vascular tumors, have often been wrongly diagnosed 
as angiomas. To distinguish between the true neo- 
plasm and the hamartoma of vascular tissue is not 
always easy. Sometimes, the tumor may appear 
histologically to be a benign hemangioma, but may 
produce definitely malignant metastases. Robinson 
and Castleman reported a fatal case of hemangioma 
of the breast, which was benign histologically and 
yet had fatal metastases. 

Willis also pointed out that the ready metaplastic 
conversion of proliferating mesenchymal tissue of 
one kind into tissue of a radically different kind, 
seen in both nonneoplastic and neoplastic lesions, 
makes the grouping of mesenchymal tumors into 
separate species somewhat arbitrary. Predominantly 
angiomatoid structure in a mesenchymal tumor does 
not necessarily denote a specific vascular origin. 
Then he concluded, “We will be prepared to regard 
true angiomas and angiosarcomas, not as fixed 
species, but merely as conspicuously casoformative 
variants of the genus mesenchyme.” 

In a review of cases, Robinson and Castleman 
affirmed that hemangioendotheliomas do occur. 
Their opinion is supported by Stout. However, 
Stout stipulated that the hemangioendothelioma 
must have the following two characteristics: (1) for- 
mation of atypical endothelial cells in greater num- 
bers than are required to line the vessels with a sim- 
ple endothelial membrane ; (2) formation of vascular 
tubes with a delicate framework of reticulin fibers 


and a marked tendency for their lumina to anasto- 
mose. 

In 1925, Pulford analysed 200 cases of tumors of 
the vascular system. He concluded that angiomas, 
while usually benign, are potentially malignant en- 
dotheliomas. The angioendothelioma, while being 
relatively benign, represents the intermediate stage, 
but the malignant endothelioma of the blood or 
lymph vascular system exists as a well-defined 
pathologic entity. 

In general, only those tumors which appear to re- 
sult from malignant proliferation of endothelial cells 
are called “hemangioendotheliomas.” They have 
variable degrees of malignancy; some grow and 
metastasize slowly; others grow and invade local 
structures rapidly, and metastasize early, usually by 
way of the blood stream. 


Diagnosis of Hemangioendothelioma 


A hemangioendothelioma may occur anywhere in 
the skin and subcutaneous tissue or in any other 
organ. Its size may vary from that of a pea to that of 
an orange. When a hemangioendothelioma occurs 
in the skin or mucous membrane, it is usually dark 
red and moderately soft and may be one or two cen- 
timeters in diameter. Small satellites may appear 
around the main lesion. There is some tendency 
to ulceration and bleeding. 

The histologic picture of the hemangioendo- 
thelioma is one of a mass of capillary spaces and 
blood-filled sinuses irregularly surrounded by large, 
clear cells, which have small, pale, vesicular nuclei 
with multiple nucleoli. A variable number of mitotic 
figures are seen. About the vascular spaces there is 
often exhibited malignant proliferation of endothelial 
cells. 

To differentiate between hemangioendothelioma 
and hemangiosarcoma is also difficult. Many highly 
malignant sarcomas are very vascular, and consist of 
masses of undifferentiated, malignant connective 
cells with numerous mitotic figures, newly formed 
blood channels, and dilated blood sinuses, but such 
sarcomas do not contain any cells that have the 


Figure 6a. Hemangicendothelioma of upper lip of 7-month-old boy. b. Five years after surgical excision— 
no recurrence. ¢. and d. Microscopic pictures of same lesion; note large clear cells with small nuclei. 
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Figure 7a. Hemangioendothelioma of sole in 33-year-old man. b. Close-up showing ulceration. ¢. Outline of dor- 
sal skin flap used to close defect after surgical excision. 4. Postoperative result—no recurrence after eight years. 


appearance of proliferated endothelial cells. These 
sarcomas have been designated by some pathologists 
as “hemangiosarcoma.” 

Granuloma pyogenicum usually is not hard to 
differentiate from hemangioendothelioma. Usually 
appearing at the site of an injury, it grows rapidly 
to produce a tumor that is pedunculated, bleeds 
readily, and has a crusted surface or one covered by 
pus. Histologically, there are numerous prolifera- 
tions of young blood vessels which are lined by a 
single layer of endothelium. Often there is a diffuse 
infiltration throughout the stroma containing many 
polymorphonuclear leukocytes. However, in some 
cases there is sufficient proliferation of fibroblasts to 
make the differentiation from hemangioendotheli- 
oma difficult. 

In our series of 281 lesions, we encountered three 
instances of malignant hemangioma or hemangio- 
endothelioma, which were proved histologically. 
Summaries of these cases follow. 


Illustrative Cases 


Case 1. The patient, a male child aged 7 months, 
was admitted to the Albany Hospital on November 
11, 1946, for a growing mass of the upper lip of 
three months’ duration. The lesion started as a 
blister and soon became a tumor mass which grew 
rapidly during the first month after onset. It had 
been treated with carbon dioxide snow without im- 
provement. 

Examination revealed a soft, bluish tumor about 
the size of a large pecan, involving two-thirds of the 
upper lip on the left side (Figure 6). The main mass 
was submucosal with the overlying mucous mem- 
brane stretched thin. The skin was apparently not 
involved. The mass was compressible, but filled up 
rapidly after releasing pressure. It was not pulsa- 
ting, and no bruit could be heard. 
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Excision of the tumor, through an incision at the 
mucocutaneous junction of the upper lip was per- 
formed on November 12, 1946. The tumor was 
found to be well demarcated from the surrounding 
tissue, and was composed of solid tissue in the cen- 
ter and surrounded by a network of large veins. 
Enucleation by sharp dissection was performed 
without difficulty. 

The pathology report gave the diagnosis as malig- 
nant endothelioma which had widely infiltrated the 
muscle. 

The child was readmitted six months later (on 
May 20, 1947) when excessive mucous membrane 
was excised. The tissue removed at this time re- 
vealed no hemangioendothelioma. The patient was 
last seen on November 25, 1947, and no recurrence 
was noted. 

Case 2. The patient, a 33-year-old male, was first 
seen in June 1943 with a chief complaint of a bluish 
tumor of the foot which had been present for ten 
months, There had been three previous attempts at 
surgical removal. 

Examination was negative except for his foot. This 
showed a firm, movable, ulcerated, infiltrating, 
bluish mass, three centimeters in diameter (Figure 
7). No regional glands were palpable. 

The tumor was removed with an adequate margin, 
and the defect was covered by a dorsal flap shift. 
There has been no recurrence in eight years. 

Case 3. R.D., a 42-year-old housewife, was ad- 
mitted to St. Peter’s Hospital, Albany, on March 6, 
1950, with an ulcerated mass on the right leg. She 
had suffered from varicose veins of the affected leg 
for many years. About eighteen months before ad- 
mission, following a bee sting, a swelling was noted 
at the inner aspect of the right leg, just below the 
popliteal fossa. The tumor remained stationary 
until about three months before admission, when it 
began to increase rapidly in size. Ulceration at the 
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Figure 8a. Hemangioendothelioma of leg in 42- 
year-old woman. Note ulceration. b. Same area 
after surgical excision, and before skin grafting. 
ec. and d. Microscopic pictures showing large pleo- 
morphic cells with giant hyperchromatic nuclei. 


lower portion of the mass was first noted about six 
weeks before admission. Beginning in the spring 
of 1949 (one year prior to admission), the patient 
had had a series of injection treatments for the 
varicose veins. These treatments were discontinued 
when ulceration appeared. 

Examination of the right leg showed marked 
varicosities. A firm, raised mass was noted just be- 
low the popliteal fossa. Near the lower pole of the 
mass, there was an ulcerated area, measuring about 
1.5 cm. in diameter. The skin next to the mass was 
indurated and pigmented (Figure 8). There was no 
enlargement of the regional nodes. 

On March 13, 1950, the mass with its surround- 
ing indurated skin was excised in toto, and the 
defect covered by a split skin graft. The wound 
healed uneventfully. 

Section of the mass showed a bulging vascular 
surface which contained small hemorrhagic sinuses 
with a yellowish, fibrous intercystic stroma. Micro- 
scopic examination showed the main tumor to be 
situated in the subcutaneous tissue, with ulceration 
through the overlying skin. It had invaded the sur- 
rounding densely scarred subcutaneous tissue. The 
tumor’s composition was cellular and pleomorphic 
and appeared to form many small slit-like vascular 
spaces. The cells were spindle-shaped, oval, or 
polygonal. Giant hyperchromatic nuclei were prom- 
inent and hemorrhagic foci were present. The 
diagnosis was “hemangioendothelial sarcoma.” 

The patient was last seen on June 16, 1952. There 
was no local recurrence. 


Treatment 


Treatment of hemangiomas has been attempted 
and recorded as early as 1835. Since then various 
methods have been tried, none with uniform success. 
The ideal treatment is one that completely eliminates 
the tumor, and leaves minimal scarring or deformity 
at the tumor site. It is obvious that such a method 
does not exist. Hence, the wise course is to select 
the treatment most suitable to the particular lesion, 
bearing in mind its structure, site, and extent. 


CAUTERIZATION 


Macllwain reported in 1835 a case treated by the 
introduction of red hot needles. Results were un- 
satisfactory. Galvanocautery treatment was in- 
troduced in 1854. Figi in 1936 recommended 
electrocoagulation as his treatment of preference. 
In this method, a specially insulated electrode is 


GP © Volume Vili, Number 5 


2 a 
a b i 
ay 
ot 
‘ 4 
d 
a 


thrust into the deeper tissue of the tumor, directly 
through the overlying skin. Current is then applied 
and the desired degree of coagulation effected. 
The main difficulty here is in gauging the intensity 
and extent of the coagulation process, as too strong 
a current will cause sloughing of the overlying 
tissue, and too weak a current will accomplish 
little or nothing. Furthermore, the electrode must 
be kept away from any important structures such 
as nerves, vessels, or glandular ducts, in the neigh- 
borhood of the tumor, to avoid irreversible damage. 

Electrocoagulation is preferred by some clinicians 
in the treatment of the cavernous type of he- 
mangioma, and Figi considered it a most satisfactory 
method for lesions of the face, scalp, and intraoral 
site. Cauterization is not used in our clinic. 


CARBON DIOXIDE SNOW 
Carbon dioxide snow was introduced by Pusey 


for the treatment of hemangiomas in 1907. He re- 
ported success with a small number of cases so 
treated. 

The principle of treatment by this method is to 
produce violent inflammation and thrombosis of 
vessels by the introduction of sudden intense cold. 
This should result in fibrosis and shrinkage of the 
vascular bed of the tumor, until normal tissue is 
restored, 

Technique. Carbon dioxide snow is pressed into a 
hard flat shape which is pared to match the shape 
of the lesion. No more than a square centimeter 
area is treated each time. The snow is applied under 
pressure to the lesion for five to ten seconds. 
Wheals or inflammatory areas should develop within 
six to eight hours. Vesiculation of the epidermis 
may develop. The effectiveness of the snow depends 
on two variable factors: the degree of pressure with 
which it is applied, and the duration of application. 

Some dermatologists have successfully used this 
method for treating the capillary type ofhemangioma, 
especially the port-wine variety. This method is not 
employed by the authors for two reasons: (1) results 
cannot be foretold, and (2) a discoloration may 
result from the treatment that is as marked as the 
original lesion. 


RADIATION 


Radiation therapy may be achieved either by x-ray 
or by radium. The latter, in the form of externally 
applied plaques or internally inserted radium 
needles or radon seeds, is considered generally 
more satisfactory. The main difficulty here is, again, 
the question of regulation of dosage. 
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In addition to the major disasters of radiation 
burns and scarring as in the case of overdosage, 
there is the ever-present danger of slowing growth 
of bone or other tissue in the neighborhood of the 
hemangioma. The annoying side effects of radiation, 
such as telangiectasis, pigmentation, excessive 
blanching, dense sclerosis, and atrophic scarring, 
must also be taken into consideration. Secondary 
malignant change has frequently been developed in 
the dense scar left by radiation treatment. Hemi- 
atrophy of the face and spontaneous fracture of the 
mandible following radiation therapy have been 
recently reported. 

Several authors have found radiation helpful in 
certain types of hemangioma—Bailey and Kiskad- 
den in the large cavernous type, Watson and 
McCarthy in hemangiomas of very young infants, 
and Brown in arterial hemangioma. Radiation 
therapy has now been completely abandoned in our 
clinic. 


INJECTION 


In 1835, Pranez introduced and popularized the 
injection of ferric chloride for coagulation of blood 
in hemangiomas. In 1902, Wyeth reported a method 
in which a hot water injection was used in the treat- 
ment of vascular tumors. Gallant, in 1903, reported 
an alcohol injection treatment for hemangiomas. 
In 1917, Babcock found quinine and urea hydro- 
chloride injection effective in the destruction of 
angiomas. Various other sclerosing agents have 
been tried since then. 

The injection method has been almost routinely 
practiced in this clinic. Treatment can usually be 
given in the Out-Patient Department, and hos- 
pitalization is unnecessary. 

Technique. Sodium morrhuate in a 5 per cent 
solution is used as the sclerosing agent. After 
cleansing the involved area with alcohol and tincture 
of Merthiolate, we inject the solution with a #25 
gauge needle, making certain that it is evenly dis- 
tributed throughout the tumor. Intravascular in- 
jection should be avoided, to reduce the chance of 
embolism. An even pressure is maintained during the 
injection to prevent too rapid a diffusion of the 
agent. 

Prior to the therapeutic dose, a test dose of 0.1 
to 0.2 cc. of sodium morrhuate solution should be 
injected locally in an effort to discover any pre- 
existing sensitivity. If present, this will show itself 
by generalized urticaria or an unusually severe 
local reaction. Two weeks after the test injection, 
the regular therapeutic course can be begun. The 
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quantity of the solution injected may vary from 
0.5 to 5.0 cc., in proportion to the extent of the 
lesion. Usually a six-week interval is allowed between 
injections. 

The solution is first injected into the deeper 
portion of the lesion, with the object of sclerosing 
the deep vessels communicating with the regional 
blood vessels. As the lesion gradually reduces in 
size during the course of treatment, the injections 


after injection. This reaction usually subsides 
within the second week and is replaced gradually 
by induration, shrinkage, and blanching. Possible 
complications of the injection method are necrosis, 
ulceration, embolism, and allergic dermatitis. 
Indications. Treatment by the injection method is 
found to be more effective in the cavernous and 
mixed types of hemangiomas. Capillary hemangiomas 
do not respond as well because they are superficial, 


INJECTION TREATMENT OF HEMANGIOMA | 


EARLY TREATMENT 


Note the sclerosing infiltrates around the 
vessels and cavernous sinuses at the base 
(a) and the periphery (b) of the lesion. 


LATE TREATMENT 


become increasingly superficial, and very often, 
during the final stage of the treatment when only 
the capillary element of the lesion is left, the injection 
may become merely intradermal (Figure 9). 
Localized redness, swelling, tenderness, and, 
occasionally, blister formation, may be expected to 
develop within twenty-four to forty-eight hours 


duced 
tion is 


now 
and below the remainder of the lesion. 


the fibrosis at the basis of the lesion pro- 
by The scl i 


previous injecti: ng 
infiltrating the tissue above the fibrous 


and adequate injection can seldom be achieved 
without necrosis and ulceration. 

The injection method is the treatment of choice 
for lesions of the face, such as the nose, ear, lip, 
or eyelid, where surgical excision may result in 
marked loss of tissue or noticeable deformity. The 
injection method is also used, on occasion, as a 
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Type of lesion 


Capillary type 


Strawberry 47 
Port-Wine 9 
i Cavernous 10 
Mixed 23 
Malignant 
Total 


31 2 80 
2 1 
32 14 4 60 
96 5 3 127 
3 3 


preliminary treatment to surgical excision in 
hemangiomas of large size, where immediate, com- 
plete surgical excision might entail dangerous 
bleeding. In these cases, the injection treatment 
reduces the lesion to a size compatible with safe 


surgical excision. 


SURGICAL EXCISION 


Of all methods of treatment of hemangiomas, 
surgical excision still remains the most effective, 
but it may be used only in carefully selected cases: 
i.e., where the problems of preserving tissue or re- 
storing function are not of primary importance, 
or where all other methods have failed. Certainly, 
it is the treatment of choice in any hemangioma 
that is fast-growing or suspected of malignant 
change. 

After excision, the wound should be closed, if 
possible. If the excised area is too large, a free skin 
graft is used to cover the defect. For the port-wine 
type of hemangioma, a multiple or fractional excision 
is a relatively satisfactory method of treatment. 


Treatment Used in This Series 


Treatments selected for the different types of 
hemangiomas in the present series are listed in 
Table I. Note that the injection method was the one 
most commonly employed, while surgery was used 
only for selected cases. Combined use of surgery 
plus injection was limited to those cases that failed 
to respond to either alone. 

Results. Ninety-two lesions had a complete course 
of the injection treatment. Of these, seventy-four 
are cured. The tumor has completely disappeared, 
leaving a minimal amount of scarring, evidenced 
by slight pallor, firmness, or occasional irregularity 
of the local skin. The duration of treatment de- 
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pended upon the nature, site, and size of lesion, 
and varied from one month to three years, with 
an average duration of six months. 

The treatment was most effective for the pure 
cavernous hemangioma, requiring an average of 
only three injections (nineteen lesions cured) ; less 
effective for the capillary type, requiring an average 
of about six injections (twelve lesions cured) ; and 
least effective for the mixed type, which required 
an average of six injections (forty-three lesions 
cured). The remaining eighteen lesions are con- 
sidered improved, as there are still some remnants 
of the lesion, chiefly the capillary component. 
Further treatment was considered unnecessary, as 
they were not situated on exposed portions of the 
body. 

Although a test dose was administered routinely 
to each patient, we did not encounter a single in- 
stance of hypersensitivity to the drug. Seven lesions 
developed local necrosis or ulceration after injection. 

Of the twenty-six lesions treated by surgical 
excision, all but one were cured. The one failure 
was a cavernous lesion on the right cheek. Under- 
neath the skin graft, a recurrent lesion developed, 
which required a course of injection treatments for 
control. 

Six cases required surgery after the completion 
of a course of injection treatments. Three of these 
were large cavernous lesions of the lip. The amount 
of fibrosis resulting from injection treatment re- 
quired surgical excision to obtain a good cosmetic 
effect. The remaining three lesions were huge mixed 
hemangiomas in which surgery was used, after 
sufficient sclerosis by injection therapy to reduce 
the size of the lesion and lessen the risk of extensive 


bleeding. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Table 1. Methods of treatment of 281 hemangiomas. : 
PY No treatment Injection Surgery Combined Total 
A 159 26 7 281 
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Figure 1. Diffuse miliary tuberculosis. Figure 2. 
Same patient as Figure 1, showing diffuse 
miliary calcification after treatment with 
streptomycin and PAS. Figure 3. Miliary cal- 
cification and calcification of hilar nodes dis- 
covered on routine x-ray examination of a 
healthy student nurse. Tuberculin test nega- 
tive, histoplasmin skin test positive. 


Millary 
Calcification 
of the 

Lung 


Musary calcification of the lung (miliary calcinosis, miliary 
calcicosis) is seen fairly often in routine chest surveys. Un- 
justified, ominous prognoses have often been issued by the 
private physicians to whom these patients have been referred. 

These individuals are usually completely asymptomatic and 
give no past history of acute pulmonary infection. In the past, 
the etiology was presumed to be tuberculous representing 
healed miliary or submiliary tuberculosis. However, the in- 
frequency with which miliary tuberculosis was controlled in 
the prestreptomycin era, makes this etiology unlikely for the 
majority of cases with diffuse miliary calcinosis. However 
since the advent of effective antituberculous drugs, docu- 
mented cases of miliary tuberculosis proceeding to miliary 
calcification are being encountered. 

Some have suggested that the condition is a manifestation 
of ascariasis, pointing out a close relationship between the 
high incidence of pulmonary calcification and infestation due 
to Ascaris lumbricoides in the Appalachian Plateau area. 
However, no absolute proof has ever been offered that this 
parasite was the causative agent. 

More recently fungus infections have been implicated as 
the cause of miliary calcification. Calcification has been ob- 
served after coccidioidomycosis, aspergillosis, moniliasis, and 
blastomycosis. Also, a striking correlation has been noted 
between histoplasmin sensitivity and pulmonary calcification 
of all types, including miliary. 

Currently, it is believed that diffuse pulmonary calcification, 
occurring in asymptomatic individuals with a positive histo- 
plasmin skin test, represents an obsolete, benign form of his- 
toplasmosis. The process is not progressive and has no clini- 
cal significance except in the occasional patient in whom there 
is erosion of the calcific deposits into the bronchi, with re- 
sultant hemoptysis. 

The calcified densities vary from 0.5 mm. to 5 mm. in di- 
ameter and are scattered diffusely throughout both lung fields. 
There may be variation in number from several to innumer- 
able. The hilar nodes are not infrequently calcified either 
uniformly or “‘raspberry-like.”” 


GP ¢ Volume Vill, Number 5 


> 

=. 

50 


BY RALPH V. FORD, M.D. AND JOHN H. MOYER, M.D. 


Houston, Texas 


An extract of Rauwolfia serpentina can safely be used in all cases of hypertension. When hypertension is mild, 


this drug alone usually suffices to lower blood pressure. For more severe cases, it is used concurrently with 
hexamethonium. Both drugs are effective when given by mouth according to a definite plan. The Rauwolfia 
preparation nicely mitigates some of the untoward side effects of hexamethonium. 


The day has passed when the clinician can do no 
more than “keep the information to himself” about 
the hypertension of his patient. It is indeed discon- 
certing to find just such a nihilistic suggestion in 
one of the leading medical journals in this year of 
1953. Although certain aspects of the treatment of 
essential hypertension remain empirical, the avail- 
ability of potent hypotensive drugs forces the clini- 
cian to take a firmer stand in his attempt to control 
the disease and perhaps to control the complica- 
tions of it. 

Certainly, we are in the embryonic stage in the 
development of an effective therapeutic approach 
to the treatment of hypertension and have no long- 
term statistics to prove completely the effectiveness 
of current therapy for hypertensive vascular disease. 
Yet, certain clinical events which follow an effective 
reduction in blood pressure, such as the improve- 
ment of congestive heart failure, the decrease in the 
incidence of angina pectoris, the frequent occur- 
rence of cerebral vascular accidents after cessation 
of hypotensive therapy, and the marked improve- 
ment in retinal hemorrhages and cerebral symp- 
toms, all point the way toward continuing progress 
in the treatment of this disease. 


Pharmacology and Hypertension 


The development of newer drugs which act by the 
inhibition of metabolic processes in special organ 
systems has given great impetus to specific drug 
therapy. The autonomic nervous system has been 
one of the targets of this type of investigation and 
development. Thus, newer drugs have been synthe- 
sized which act by blocking specific enzyme systems 
responsible for transmission of nervous impulses. 
Chemicals which act on the sympathetic nervous 
system in this way lead to a reduction in blood pres- 
sure by reducing the outflow of vasoconstrictor im- 
pulses over this sytem. This offers a rather specific 
approach to the treatment of hypertension in which 
condition there is an excessive degree of vasocon- 
striction. 

Table 1 summarizes these pharmacologic consid- 
erations and the various sites in the sympathetic 
nervous system (vasoconstriction) where the drugs 
act. It should be noted that the mechanisms of ac- 
tion of Rauwolfia serpentina and its alkaloidal ex- 
tract (Rauwiloid, Riker) are, as yet, not clearly 
understood, although the clinical effects are quite 
definite. 
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Pharmacology of hypotensive agents. 


Drug Site 


Action Result 


1. Veratrum ) {Vagal nucleus Stimulation (direct?) Bradycardia 
viride | “Von Bezold reflex” Stimulation Reduced blood pressure (1+) and 
A. Vergitryl “Central”* Blockade of vasoconstrictor bradycardia 
outflow impulses Reduced blood pressure (4+) 
B. Veriloid \“Central”* Stimulation Vomiting 
2. Hydrallazine “Central”* Blockade of vasoconstrictor Reduced blood pressure 
(Apresoline) outflow impulses 
“Central”* Stimulation Tachycardia, hyperpnea 
3. Hexamethonium Sympathetic ganglia Blockade Reduced blood pressure 
Blockade of reflex tachycardia 
Parasympathetic Blockade Constipation, dry mouth, 
ganglia Blurred vision, decreased sweating 
4. Dibenzyline (Circulating epinephrine Blockade Orthostatic hypotension and 
5. Phentolamine { Neurovascular reflex tachycardia 
(Regitine) transmission Blockade 
6. Rauwiloid 2Cerebral Depression Sedation and reduced blood 
(Extract Rav- ?Central”* Blockade of vasoconstrictor impulses pressure 
wolfia serpentina) 2Vagal nucleus Stimulation Bradycardia 
incr. frequency of bowel move- 


ments 


*Site unknown—probably medullary. 


Results in the Treatment of Hypertension 


As part of a broad investigative approach to the 
therapy of hypertension, we have treated a number 
of patients with essential hypertension in a charity 
outpatient clinic, the Veterans Administration Hos- 
pital as outpatients, and in our office practices. The 
patients have been divided into two groups. Group 1 
consisted of forty-two patients who were treated 
with oral Rauwolfia extract alone. Group 2 consisted 
of twenty-five patients who were treated with Rau- 
wolfia extract plus hexamethonium. Six of these 
first received Rauwolfia extract which was supple- 
mented later by oral hexamethonium (Hexameton, 
Burroughs Wellcome ; Esomid, Ciba; and Methium, 
Chilcott). The other nineteen first received oral 
hexamethonium which was later supplemented by 


Table 2. Summary of patients under treatment*. 


Rauwolfia extract. The vital statistics of these pa- 
tients and their complications are summarized in 
Table 2. 

The patients in Group 1 were given oral tablets of 
Rauwolfia extract in an incremental fashion until an 
optimal response was obtained. Six of the patients 
in Group 2 were also first given Rauwolfia extract 
alone for two to three months. Hexamethonium was 
then added, also in an incremental fashion (slow 
increase in dose at five-day intervals) until the 
optimal response was obtained (six patients). The 
titration procedure for hexamethonium was very 
carefully supervised and was as follows: 


in milligrams 
Day 1 through 4: 125-125-125-125 
Day 6through 9: 250-125-250-125 
Day 10 through 14: 250-250-250-250 


Number of 
Patients Age 


Race 
wc 


Abnormal Complication of Hypertension 
M F ECG Renal Cardiac Cerebral 


Rauwiloid 
Alone (Group 1) 42 49 24 18 
Rauwiloid 
plus 
Hexamethonium 25 49 


(Group 2) 


21° 21 29 2 16 10 


*All figures are average values. 
W = White M=Male 
C =Negro F=Female 
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Day 15 through 19: 500-250-500-250 the seventeen patients who were responsive to Rau- 


Sup Sh wolfia extract alone, only six had abnormal electro- 
Day 25 through 29: 750-500-750-500 


Day 30 through 34: 750-750-750-750 cardiograms. : : 

Day 35 through 39: 1,000-750-1,000-750 Side Effects. The side effects experienced under 

Day 40 through 44: etc. therapy with any potent drug may be considerable. 
Dose held constant or reduced as indi- The untoward side effects noted with hexamethoni- 

ca dhrendanepnairoe-aeemeames um are frequently a hindrance to its acceptance by 


in blood pressure was obtained. 


the patient. On the other hand, some of the more 
pleasant side effects noted with Rauwolfia extract 

In nineteen of the patients in Group 2, Rauwolfia make it difficult for the clinician to control his en- 
extract was added to hexamethonium after a three- — thusiasm—even when there is little or no blood 
to six-month period of treatment with the latter pressure reduction. These also help him to con- 
agent. In order to produce maximum results, the _ tinue the therapeutic battle when the blood pres- 
average dose of Rauwolfia extract was 32 mg. (16 _ sure is unresponsive to this drug alone by allowing 
tablets) a day which is quite large. We have since _ him to add a more potent hypotensive agent, such 
observed that 8 mg. (4 tablets) daily seems suffi- as hexamethonium. The relative frequency of the 
cient. The average titrated dose of hexamethonium __ side effects noted with these two drugs, singly and 


before Rauwolfia extract was 2.5 Gm. daily. After in combination, are summarized in Table 4. 
Rauwolfia extract was added, the average dose of With Rauwolfia extract alone, practically the 
hexamethonium in these same patients was reduced _ only distressing side effect was nasal congestion 
to 1.7 Gm. daily. which was only temporarily relieved by Neo-Syne- 
The patients responding to Rauwolfia extract —phrine nose drops. The gain in weight is perhaps 
alone were those whose hypertension was apparent- _ attributed to the same mechanism that produces an 


ly early or mild and who presented few or none of _ increased appetite, a sense of well-being, and relax- 
the complications of the hypertensive state (Table ation. With hexamethonium alone, constipation, 
3). Of the twenty-five patients who were unrespon- _—_ even to the point of serious partial or segmental 
sive to Rauwolfia extract alone, twenty-three had _ ileus, is the greatest problem. Faintness, especially 
abnormal electrocardiograms and the frequency of — during the initial three months, is also distressing 
renal, cardiac, or cerebral complications was two to —_ and almost universally present. 

three times as great as in those who responded. Of It seems that the cerebral tranquilizing action of 


Table 3. Clinical status of patients (Group 1) prior to Rauwiloid therapy who received Rauwiloid alone. 


No. of Race Sex Abnormal Complication of Hypertension 
Patients Age Ww ¢ M F ECG Renal Cardiac Cerebral 


Charity Group® 


Responsive* 3 53 2 1 1 2 3 t¢) 1 1 
Unresponsive** 13 54 4 9 4 13 0 7 2 
Sub Total 16 54 6 10 5 11 16 0 8 3 
Veterans Group®° 
Responsive* 5 43 3 2 5 0 3 1 1 3 
Unresponsive** 8 47 2 6 8 (0) 7 1 3 3 
Sub Total 13 46 5 8 13 0 10 2 4 6 
Private Group°°° 
Responsive* 9 46 9 0 1 8 0 0 2 0 
Unresponsive** 4 54 4 fe) 2 2 3 fe) 2 1 
Sub Total 13 49 13 i) 3 10 3 0 4 1 
Total of All . 


Patients Treated 49 a 8 21 


° Patients from the City-County Hospital outpatient department 
°° Patients from the Veterans Administration Hospital, usually followed on leaves of absence 
°°°Patients from office practice of authors 

* Drop in mean blood pressure of at least 20 mm. Hg. (diastolic plus 1/4 of the pulse pressure) 
** Failure to reduce MBP at least 20 mm. Hg. 

W = White 

C=Negro 
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Frequency of side effects of therapy with Rauwiloid alone, hexamethonium alone, and combined therapy. 


Rauwiloid 


Alone 


Ce 
Alone 


Rauwiloid 
plus Ce 


Patients treated 


Nasal congestion 28 67 
Gain in weight 27 64 
Relaxation 25 60 
Increased appetite 25 60 
Sense of well-being 24 57 
Faintnessf 0 0 
Constipation 0 0 
Impotence 0 0 


00 
17 68 
17 68 
0 0 20 80 
17 68 
0 0 19 76 
16 84 12 53 
16 84 10 40 


{Dizziness experienced three or more times during therapy. 


Rauwolfia extract may mitigate some of the faintness 
encountered with hexamethonium alone by stabiliz- 
ing the wide fluctuations in blood pressure. The ef- 
fect of Rauwolfia on increasing intestinal motility 
works nicely in antagonism to the constipating ef- 
fects of hexamethonium as a ganglionic blocking 
agent (Table 1). The decrease in impotence (seen so 
frequently with hexamethonium) after Rauwolfia 
extract is added to hexamethonium therapy, by 
comparison to the incidence with hexamethonium 
alone, is probably due to a decreased dose of hexa- 
methonium required to maintain the lowered blood 
pressure. 

An Illustrative Case. The beneficial effect seen 
with combined Rauwolfia-hexamethonium therapy 
can best be illustrated by a case example (Chart 1). 


COMPARISON OF CLINICAL COURSE DURING HEXAMETHONIUM ALONE 
AND HEXAMETHONIUM SUPPLEMENTED WITH RAUWILOID 


HOURS 6 12 18 24 


+ 


Chart 1. The blood pressure is quite labile while receiving hex- 
amethonium alone. On combined Rauwiloid-hexamethonium 
therapy, there is less fluctuation in this blood pressure and the 
dose of hexamethonium could be reduced to about 50 per cent 
and yet be equally effective. 


The patient was a 41-year-old housewife with severe 
progressive hypertensive vascular disease. She was 
controlled fairly well on large doses of hexame- 
thonium orally (3.0 to 4.5 Gm. daily) but there were 
wide fluctuations in the blood pressure throughout 
the day, with many “faint” spells and distressing 
constipation. Two months after Rauwolfia extract 
was added to the regimen, there was a marked de- 
crease in diurnal fluctuations of blood pressure, and 
the dose of hexamethonium could be reduced by 
half and yet maintain satisfactory blood pressure 
control. Faintness was rare and constipation was 
less severe. 

Hemodynamic Effects. The response in blood pres- 
sure and pulse rates after Rauwolfia extract alone, 
hexamethonium alone, and Rauwolfia extract plus 
hexamethonium are summarized in Table 5 accord- 
ing to the severity of hypertension in the untreated 
patients. The greatest degree of bradycardia was 
noted with Rauwolfia extract alone. The hypoten- 
sive effect of hexamethonium was consistent regard- 
less of the severity of the hypertension; whereas 
Rauwolfia extract alone was of little benefit in the 
group with severe hypertension. Rauwolfia extract 
alone was most effective in the mild hypertensives 
with diastolic blood pressures below 120 mm. Hg. 
The blood pressure in the patients with severe 
hypertension was best regulated in those patients 
receiving both drugs together. 


Comparison of Various Drugs 


During the past three years different groups of 
unselected patients have been treated with the 
familiar hypotensive agents (Table 6). The two sig- 
nificant determinants are the attainment of “normo- 
tension” (blood pressure under 150/100) and/or a 
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Table 5. Blood pressure and pulse responses to therapy (average values). 


Blood Pressure* 
Before After opti- 


Drug treatment 


mum treatment 


Pulse No. Pts. 
Before After 


Severe hypertension (diastolic over 140 mm.) 


Rauwiloid alone 228/145 215/132 80 74 12 3 25 
Hexamethonium alone 241/151 154/103 80 76 3 3 100 
Rauwiloid plus Cs 241/151 130/93 80 71 3 3 100 
Moderate hypertension (diastolic 120-140 mm.) 
Rauwiloid alone 202/124 181/112 82 73 16 6 37 
Hexamethonium alone 202/129 142/88 82 79 7 7 100 
Rauwiloid plus Cs 202/129 131/81 82 73 7 7 100 
Mild hypertension (diastolic under 120 mm.) 

Rauwiloid alone 196/110 177/96 79 73 14 8 57 
Hexamethonium alone 182/114 125/83 81 78 9 9 100 

182/114 122/81 81 71 9 9 100 


Rauwiloid plus 


* Average-upright 
**Decrease in mean blood pressure of 20 mm. Hg or greater 


decrease of mean blood pressure of 20 mm. Hg or 
more, which is considered to be a significant reduc- 
tion in blood pressure. Rauwolfia extract plus hexa- 
methonium as combined therapy resulted in the 
greatest frequency of patients attaining normoten- 
sive levels and all the patients had a significant de- 
cline in mean blood pressure. Rauwolfia extract 
alone was effective less frequently, but its good side 
effects make it valuable for two reasons, as described 


below. 


Tentative Approach to Treatment 


The availability of potent hypotensive agents 
affords the clinical tools for the treatment of pa- 
tients with persistent elevation of blood pressure. 


Table 6. Comparison of blood pressure response to various hypotensive drugs (administered orally). 


It is to be repeated that the approach to the prob- 
lem may appear to some to be empirical, but it 
appears to be rewarding. Only time will tell us if we 
have prolonged life or prevented vascular compli- 
cations. 

The problem of the treatment of severe malignant 
hypertensive crises usually demands parenterally 
administered agents such as an extract of Veratrum 
viride or hexamethonium, used under constant 
supervision. On the other hand, the treatment of 
the ambulatory hypertensive patient demands an 
oral drug, the co-operation of the patient, and the 
intelligent observation of the therapist. Until Rau- 
wolfia extract became available, this problem was 
difficult because of frequent untoward side effects, 
narrow therapeutic margins, or impotent agents. 


No. Pts. 
T eated 


Normotensive* Decrease MBP** 
No. % 20 mm. Hg. or more 
No. % 


Rauwiloid (alone) 42 
Ravuwiloid plus hexamethonium 25 
Hexamethonium chloride (oral) 58 
Dibenzyline 32 
Veriloid (Extract Veratrum viride) 30 
Apresoline (hydrallazine) 52 
Vergitry! (Extract Veratrum viride) 31 


Regitine (Phentolamine) 24 


9 21 17 40 
20 80 25 100 
27 47 47 81 
14 44 21 66 

2 7 15 50 

5 10 . 17 33 

1 3 6 19 
17 


* Normotensive = B.P. less than 150/100 


**MBP = mean blood pressure = 
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Thus, many patients, especially those with mild 
hypertensive disease, were left untreated, with re- 
sulting progressive vascular degeneration. How- 
ever, Rauwolfia extract is a mild hypotensive agent, 
virtually without serious untoward side effects, 
which is of greatest value in the mildly hypertensive 
patient without renal, cardiac, or cerebral complica- 
tions. There are no known contraindications to its 
use. Furthermore, it appears to mitigate the dis- 
tressing side effects of oral hexamethonium, the 
most potent oral hypotensive agent available today. 

Because of the above observations, we feel justi- 
fied in suggesting certain tentative ideas concerning 
the therapeutic approach to the ambulatory hyper- 
tensive patient. 

1. Treatment of the Patient with Mild Labile Hyper- 
tension Without Complication. The patient should be 
initially treated with Rauwolfia extract, 2 mg. orally 
four times daily. (Perhaps a smaller dose is effective 
in some patients, but certainly this dose is no more 
toxic and it is more dependable.) If there has been 
an inadequate or insignificant reduction of blood 
pressure at the end of six to twelve weeks of this 
therapy, a more potent agent may be added to the 
regimen, such as hydrallazine (Apresoline) or a 
Veratrum viride extract such as Veriloid. 

2. Severe Stable Hypertension with Complications. 
Our data show that hexamethonium orally is the 
most potent single drug for reducing the blood 
pressure in the patient with persistent and severe 
hypertension. Thus, when reduction of blood pres- 


sure is a necessity, we suggest that Rauwolfia ex- 
tract be given as before (in the mild labile hyper- 
tensive) and that hexamethonium be added after 
two or three months, the two drugs to be given con- 
currently, beginning with 125 mg. orally four times 
daily (with meals and at bedtime). Observing the 
upright blood pressure changes, the therapist 
should increase the dose of hexamethonium about 
every five days by 250 to 500 mg. daily increments 
until a satisfactory response has been obtained or 
prohibitive side effects present themselves, or the 
daily dose of hexamethonium exceeds 5 grams (see 
detailed description previously given). The patient 
should be instructed to take a laxative, if necessary, 
to insure a bowel movement at least every thirty-six 
hours. We prefer cascara. 

3. Severe Progressive Hypertension with Complica- 
tions. In the case of the patient with progressive 
hypertension, usually with complications, it is 
probably advisable to start hexamethonium and 
Rauwolfia extract therapy concurrently. This, per- 
haps, is the most distressing program for the pa- 
tient as well as the therapist, but the severity of dis- 
ease more than balances the demands on the thera- 
pist. 

In conclusion, familiarity with the pharmacologic 
actions of the drugs enables the clinician compe- 
tently to reassure the patient through the trying 
days of adjustment to adequate therapy. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


ALTHOUGH seemingly innocuous and nondisturbing to the patient, gun- 
shot wounds of the buttock may be associated with perforation of pelvic 
organs. 


Tue depth of tissue destruction in a fresh burn can be gauged by the 
use of a modified Van Gieson stain (0.2% acid fuchsin in a half saturated 
picric acid solution in water). Living tissue stains bright red, dead 
stains yellow. 


MEDICAL 
MAXIMS 


FOR 


SKIN can remain viable 24 to 48 hours without nourishment; muscle can 
EVERYDAY withstand no more than six to eight hours of ischemia. 

Ir orreN takes several hours for distinctive diagnostic signs to develop 
after the onset of an intra-abdominal surgical emergency. 


APPLICATION 


A SLIGHT rise in temperature and a persistently elevated pulse rate with- 
out apparent cause, after the fourth or fifth postoperative day, should 
stimulate a search for latent thrombosis.—WituaM S. Reveno, M.D., 
711 Medical Maxims, Charles C Thomas 
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BY DONALD R. SMITH, M. D. 
University of California School of Medicine, San Francisco 


The urinary system of women is likely to develop disorders of function as a consequence of emotional tension, 
especially from sexual frustration. When there are bladder symptoms in the absence of definite evidence of 
infection, emotional stress should be strongly considered as a cause. Nephroptosis is almost always a 
psychosomatic condition, and unfortunately is seldom treated as such. Many so-called “ureteral strictures” do 


Ir 1s surprising how few articles have appeared 
dealing with psychosomatic urologic problems. 
This is even true of the psychiatric literature. It is 
the more surprising, considering the numerous 
studies of the effect of emotions on the gastro- 
intestinal, cardiovascular, and respiratory systems 
and the skin. Further, the association of the genital 
organs with the urinary system would only seem to 
increase the chances for tension states to upset 
urinary function. That such a causal relationship 
does exist is certainly borne out by my experience 
during the past ten years. 

Nervous women suffer from renal and ureteral 
pains and symptoms similar to those of cystitis. 
In my experience, the urinary tracts of men are 
much less often affected by emotional tension. It is 
their genital organs whose function is more often 
deranged; in fact, one might say that almost the 
only organic cause for impotence is the presence 
of an extensive body cast, and human desire and 
ingenuity can often circumvent this impediment. 

It is important that these “nervous” kidneys and 
bladders be understood so that organic diagnoses 


not exist in fact, but are treated as organic problems when the patients really need psychotherapy. 


and inefficacious painful empirical treatments will 


not be applied. 
“Cystitis” 


The most common urologic syndrome in women 
is that of vesical irritability. These symptoms include 
burning on urination, urgency, frequency, nocturia, 
and, often, terminal hematuria. Diagnosis of the 
cause rests upon urinalysis. Since one-fourth of 
these women have normal urinary sediments, it is 
worth while to discuss the examination of this 
sediment which, in my opinion, is the most poorly 
performed laboratory test in all of medicine. 

Examination of Urine Sediment. A diagnosis of 
urinary tract infection in the female cannot be 
made on the examination of voided urine. Such 
urine, washing over the vulva, must become con- 
taminated with at least a few pus cells and bacteria. 
Who is to say which pus cells and bacteria are 
contaminants andwhich are not ? It becomes obvious, 
then, that the cleanest possible specimen must be 
obtained. The means of doing so are: (1) by col- 
lection of only the middle portion of the urinary 
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stream (after vulval cleansing) in a sterile tube, or 
(2) by catheterization. The latter method is the 
quicker and the better, and is relatively atraumatic. 
The chances of introducing infection are minimal 
and are far outweighed by the need for dependable 
information. 

Even if the sediment contains pus cells, it must 
be stained in order that the type of bacteria be 
learned. Such an examination will reveal to the 
physician that the organism almost exclusively 
found is a colon bacillus. This will prevent him 
from giving penicillin, an almost worthless drug in 
such a case, yet one which unfortunately is widely 
and blandly used. 

Another reason for routine staining of the urinary 
sediment when pus cells are present is to demon- 
strate “sterile” pyuria. The diagnosis of tuberculosis 
cannot be made until the possibility is thought of, 
and it will not be thought of until a “sterile” 
pyuria is found. Early diagnosis of renal tuber- 
culosis means almost certain cure. Late diagnosis 
(caused only by improper urinalysis) means death. 

Contrariwise, if no pus cells are seen in the sedi- 
ment, it must still be stained, for probably 20 to 
30 per cent of patients with chronic infections will 
not have pus cells in the urine although bacteria 
will be demonstrable. Bacteria, not pus cells, are 
the cause of infection; it is their presence which 
establishes the diagnosis. Under ordinary cir- 
cumstances, the diagnosis is being missed in this 
large group of patients who, incidentally, usually 
have no symptoms of cystitis, no renal pain, and 
no fever! 

While occasionally bacteria can be seen on the 
unstained “hanging drop,” it is usually only true 
of those (contaminated) urines which have stood 
around for a few hours before examination has been 
done. Most pathogenic bacteria are so few in number 
and so small (even the coliform bacteria) that I 
can’t find them unless they have been stained. 

I have seen a few patients in consultation with 
“refractory” pyuria. Staining the sediment has re- 
vealed small round epithelial cells only. Unstained, 
they may resemble pus cells. This is still another 
reason for staining sediment no matter what the 
unstained preparation seems to reveal. 

Urine Cultures. The scientific physician may 
depend upon qualitative urine cultures. This really 
is pseudoscience, for he has overlooked the fact that 
it is impossible to obtain a truly sterile specimen 
even by catheter. The urethra normally harbors 
bacteria which by no method can be removed ; hence, 
the catheter carries a few bacteria into the bladder. 


Get quantitative cultures; demand colony counts. 
Counts under 100 colonies per cubic centimeter are 
compatible with urethral contamination. These 
cases, of course, would give positive qualitative 
cultures. If bacteria are found on a methylene blue 
stain, at least 10,000 organisms per cubic centi- 
meter are present. This is pathognomonic of in- 
fection; this is ordinarily the quick and easy way to 
the diagnosis of infection. 

Noninfectious Cystitis. Possibly 25 per cent of 
women suffering from vesical irritability will have 
normal urinalyses. Included in this group are those 
women with senile urethritis (which responds so 
well to stilbestrol vaginal suppositories), polyps of 
the bladder neck, and other lesser inflammatory 
lesions. 

Probably half of this group have their symptoms 
because they are emotionally upset. Cystoscopy 
may reveal increased redness of the trigone and 
urethra, as well as hypersensitivity and spasm of 
the latter organ. All too often “urethritis” and 
“trigonitis” are then diagnosed, and (following the 
injunction of most textbooks) such noxious fluids as 
20 per cent silver nitrate and 50 per cent phenol 
are applied. There is no doubt that these tissues 
immediately blanch! Other treatments include 
urethral overdilatation, vesical irrigations, etc. Not 
infrequently trabeculation of the bladder will be 
seen. This may lead the physician to suspect and 
treat urethral stenosis, yet the real cause may be 
urethral sphincter spasm from emotional tension. 

I believe that hyperemia and sensitivity of the 
urethra and trigone are secondary to the neuro- 
vascular effects produced by emotional tension. 
That they are not the primary difficulty explains 
why treatment of these “organic” lesions usually 
fails. Sometimes such measures afford some relief. 
This may be because the patient has found a doctor 
who is understanding, who listens to her complaints 
and who, with his local treatment, inadvertently 
affords her sensual pleasure which has been sorely 
lacking. 

In this psychosomatic group, no matter how 
much frequency is suffered during the daytime, 
nocturia is often absent. Commonly these patients 
complain of brief bouts of urgency and frequency 
shortly after arising or just before going to bed. 
These are most important clues to the presumptive 
diagnosis of the “nervous” bladder. 

The common denominator is sexual frustration ; 
bladder symptoms are usually increased after the 
incomplete sexual act. How may this be explained ? 
Embryologically the urethra and bladder neck 
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arise from the same tissues that form the female 
generative tract. They, therefore, have a common 
nerve, blood, and lymph supply and are under the 
same hormonal influence. During the menses many 
women have some urgency and frequency, and 
cystoscopy will reveal increased redness of the 
trigone and urethra. After a “petting” party a girl 
may experience not only low abdominal pain but 
often frequency of urination as well. Acute pelvic 
congestion then has a direct effect upon bladder 
function. 

With chronic anxiety, with chronic pelvic con- 
gestion (because of chronic sexual frustration), why 
may not chronic vesical irritability be present? In 
fact, many of these women admit to enuresis in 
childhood, and have noticed that frequency and 
urgency occur when they are under emotional 
stress. They seem to have laid down early in life a 
pathway to the bladder through which they release 
emotional tension; the bladder is their weak spot. 
Other hollow viscera respond in this manner. That 
the bladder does also has been nicely verified by 
Straub, Ripley, and Wolf who, on cystometric 
studies, were able to demonstrate heightened intra- 
vesical pressure by increasing the tension states 
of their subjects. Contrariwise, the pressure dropped 
quickly to normal with reassurance. 

Furthermore, it seems to me that nervous people 
have low thresholds to pain stimuli; maybe this 
group of women feel an urge to void much sooner 
than those who are stable. It is interesting how 
many of these women have always suspected that 
their difficulties were on an emotional basis and also 
tied up with their sexual troubles. Their major 
problem had been to find a doctor who would agree 
with them. 

After the causes for their troubles have been 
explained in this way, they are usually anxious to 
seek psychiatric guidance. Certainly the results of 
psychotherapy have been gratifying, and the fact 
that many of the patients have returned to thank 
me substantiates my thesis that the psychosomatic 
bladder not only exists but can be cured. 


“Nephroptosis” 


The organic diagnosis of “nephroptosis” is still 
commonly made and, unfortunately, often treated 
by nephropexy. It might be well to summarize the 
symptoms and signs which these patients are said 
to have: 

1. Urinary Symptoms. Starting in the late teens or 
early twenties, there is the onset of right lower 
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quadrant pain which often radiates into the vulva or 
inner thigh. An increased aching subsequently de- 
velops in the right flank. These pains are height- 
ened by physical activity and are relieved somewhat 
by recumbency. Over a period of months or years 
the pains intensify. Often appendectomy or pelvic 
surgery is done without relief to the patient. 

These symptoms are allegedly caused by the 
kinked mid-ureter (right lower quadrant pain), 
and the resulting obstruction with its accompanying 
back pressure in the kidney (flank pain). 

2. Gastrointestinal Symptoms. There may be 
constipation, bloating, belching, or symptoms 
simulating peptic ulcer or gallbladder disease. The 
reason usually given for these symptoms relates to 
the drag on the renal pedicle (and its accompany- 
ing autonomic nerves) by the dangling kidney, 
which condition excites renal-intestinal reflexes. 

3. Nervous Symptoms. The woman with nephropto- 
sis is usually a very tense individual who cries on 
the slightest provocation and lacks the stamina to 
complete a normal day’s work. Chronic persistent 
pain day after day is said to wear a person down 
to the point of nervous exhaustion. 

4. Cystoscopic Study. The passage of the ureteral 
catheter often reproduces the right lower quadrant 
(McBurney’s point) pain, while renal pelvic dis- 
tention with opaque media causes the flank pain 
to be experienced. These reactions have been 
accepted as pathognomonic of the presence of 
organic ureteral-renal disease. Pyelograms rarely 
show hydronephrosis or dilatation of the ureter, 
but the film taken in the upright position demon- 
strates an abnormal degree of renal mobility. 

The diagnosis having been made, the recom- 
mended treatments include: 

1. Get fat. By increasing the amount of perinephric 
fat, mobility will be decreased. Not only does this 
usually fail, but obesity is anathema to the modern- 
day women and a more upsetting disease than 
“nephroptosis” itself. 

2. Wear a nephroptosis belt. X-rays show that 
renal mobility is markedly diminished by such a 
contraption and, while on rare occasions some relief 
may be afforded, it has never been popular with 
patients because its bulk distorts the female form. 

3. Nephropexy. This is considered definitive 
treatment for it “freezes” the kidney in one posi- 
tion. The only thing wrong with it is that it rarely 
affords permanent relief of pain and its accompany- 
ing symptoms. 

I believe that nephroptosis is a psychosomatic 
disease caused primarily by nervousness. Many 
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who suffer from this syndrome have kidneys which 
move no more than normal. Others have hyper- 
mobile kidneys and are free of all symptoms. The 
pains are much worse after exacerbations of tension 
(family arguments, etc.). 

The symptomatic nephroptotic is sexually frus- 
trated. She indulges in prolonged petting parties 
(without sexual intercourse), is the party to a long 
engagement or, if married, is not having sexual 
satisfaction. Invariably, her pains are worse on 
the day following a sexually frustrating episode; 
they are worse with menstrual periods. Under such 
circumstances, there is acute or chronic pelvic 
congestion (with acute exacerbations), and the 
ureter coursing through the base of the broad 
ligament may be secondarily affected, with pain 
the result. 

The kidney and ureter are generously supplied 
with autonomic nerves. If gastrointestinal, cardio- 
vascular, or pulmonary symptoms can arise from 
tension states, why may not the upper urinary 
tract react similarly ? 

On pyelography, ureteral redundancy is present 
in the upright film, and this of course must always 
be so. Quite often a sharp “kink” (but without 
dilatation above) may be noted and interpreted as 
evidence of obstruction and as the cause for the 
pain. It must be remembered that pyelograms are 
two-dimensional, and an oblique or lateral ex- 
posure might, in fact, demonstrate a smooth bend 
to the ureter as it climbs up onto the psoas muscle. 
It is this which is usually called a “kink.” A kink 
worthy of the name should cause dilatation of the 
ureter proximal to it. This is seldom seen. The 
psychologically upset person has a lowered threshold 
to pain so that she may feel as quite painful a lesion 
which would be asymptomatic in those better 
balanced. 

The knowledge that surgical treatment of the 
ptotic kidney is inefficacious is becoming generally 
appreciated. In fact, it has been suggested that if 
pain persists after nephropexy, nephro- and ure- 
terolysis should be done! 

Finally, to support the contention that nephrop- 
tosis is due primarily to nervousness, there is the 
fact that the results of psychotherapy are impres- 
sively superior to those obtained by surgery in the 
treatment of this disease. 


““Ureteral Stricture”’ 


The syndrome of “ureteral stricture” is, in my 
opinion, another manifestation of psychologic up- 


set. These women have pain in one or both lower 
quadrants which often radiates into the thigh and 
may spread to the renal area. The diagnosis has 
ordinarily been made by passing a large bougie up 
the suspected ureter and, on its withdrawal, noting 
a “hang.” Such an arrest is considered evidence of 
stenosis. This maneuver usually reproduces the 
pain, which has further incriminated the ureter as 
the cause for the patient’s complaint. Pyelograms 
may show some narrowness at one or another point 
in the ureter. These, then, are the criteria for the 
diagnosis of ureteral stricture. 

I believe such criteria are erroneous; I do not 
think that they in any way support such a diag- 
nosis. Touch the ureter exposed at surgery—see it 
go into a convulsive spasm as a result. If it will 
react in this way under anesthesia, what will it do 
when a bulb catheter is introduced into its lumen? 
This is the mechanism for the “hang” and its sig- 
nificance is thereby negated. The more nervous and 
tense the person, the greater the degree of reactive 
ureteral spasm. A similar phenomenon is observed 
in the gastrointestinal tract. 

Just because the pain is reproduced does not 
prove that organic ureteral disease is present any 
more than that peptic ulcer can be diagnosed by 
obtaining a history which seems to suggest it. Pylor- 
ospasm (psychic) may be the cause. I think this re- 
producible pain does arise in the ureter but that it 
is secondary to ureteral spasm which occurs in the 
woman whose ureter is particularly vulnerable. 

One is apt to read too much in ureterograms. A 
film, taken in a fraction of a second, will demon- 
strate the action of peristalsis—systole and diastole. 
The uninitiated may accept the systolic area as a 
stricture. All films should show the “stenosis” at a 
constant point. In fact if one film demonstrates all 
of the ureter, one should suspect that it is due to 
pathologic change which has caused atony. 

The normal atony and dilatation which accom- 
pany pregnancy usually regress after delivery. This, 
however, is not always so, particularly if ‘“‘pyelitis” 
of pregnancy has occurred. Pyelography may re- 
veal a little hydronephrosis and hydroureter which 
may be attributed to stricture. 

Because of these confusing points, the diagnosis 
of ureteral stenosis should be made on pyelography. 
All films should demonstrate the narrow area, there 
should be dilatation of the excretory passages above 
that point, and delay in emptying of the tract due 
to the stenosis should be evident. Anything less 
than this leaves the diagnosis of “ureteral stricture” 
in question. 
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True strictures do occur. They are commonly 
seen at the renal and vesical extremities; others 
may follow pelvic inflammatory disease, gynecologic 
tumors, or metastatic tumor in lymph nodes about 
the ureter. 

My experience leads me to doubt that true or- 
ganic stenoses ever respond to ureteral dilatation. 
Dilating a ureter is like stretching a rubber band. 
Remove the dilator and the rubber band snaps back 
to its original circumference. Nor have I seen defi- 
nite improvement in pyeloureterograms after such 
treatment. A few of these women do gain some 
temporary relief from ureteral dilatations, but they 
are rarely cured by them. Repeated dilatations are 


frustrated women, particularly if the manipulator is 
an “understanding” man. This is probably why 
some physicians are successful with organic treat- 
ment, while others fail using similar tactics. 

The application of ureteral dilatation in the long 
run is harmful, for the treatments convince the pa- 
tient that she indeed has organic disease. Later at- 
tempts to help her by applying psychotherapy will 
almost certainly fail. Psychiatric treatment has af- 
forded permanent relief to my patients with this 
syndrome. These results have convinced me still 
further of the truth of my views concerning “ureteral 
stricture.” 

An understanding of the psychosomatic aspects 


the rule. 

Any improvement is probably gained because the 
attending physician has been a sympathetic person 
who consciously or unconsciously has applied psy- 
chotherapy along with organic treatment. Instru- 
mentation also leads to urethral manipulation which 
may afford some sexual satisfaction to these sexually 


of urology will lead to definitive treatment and will 
protect patients from the meddlesome, painful, and 
expensive therapy which is ordinarily employed. It 
will lead to better medical practice. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


A MAN-MADE illness of considerable interest has been reported in the medi- 
cal literature in this country since 1943 under various titles, in general 
referring to its association with exposure to certain beryllium compounds. 
As the years go by, more cases continue to appear from a variety of indus- 
trial and research operations using beryllium compounds. With funds 
supplied by the Atomic Energy Commission, it is planned to develop a 
beryllium case registry at the Massachusetts General Hospital. The pur- 
pose is to enable a study of the epidemiology of this disease, an evaluation 
of the beryllium hazard of incriminated operations, and dissemination of 
knowledge of the clinical course of beryllium poisoning especially in 
relationship to its medical management. The material collected is to be 
available for study, and from time to time data will be sent to participating 
physicians summarizing facts that have been established. 

This description is being published in the hope that general physicians, 
roentgenologists, and pathologists, who have knowledge of cases of 
beryllium poisoning, will wish to participate in making this beryllium case 
registry complete. The registry has facilities and funds for prompt hand- 
ling of any material that is submitted, such as case records, x-rays, and 
tissue. It is planned to keep cases entered in the registry anonymous. 

The registry will welcome any correspondence.—Harriet L. Harpy, 
M.D., Occupational Medical Clinic, Massachusetts General Hospital, 
Boston. 


Beryllium 


Case Registry 
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Present Status of ... 


Prolapsed Gastric Mucosa 


ALTHOUGH prolapse of the gastric mucosa is relatively common, it is 
found in a significant degree in only approximately 3 per cent of 
roentgen examinations of the upper gastrointestinal tract, according 
to a recent report by Spencer and his co-workers. It is often difficult 
to decide whether the observed condition is responsible for a pa- 
tient’s symptoms or is merely an anatomical variation of the normal. 
The authors found, however, that disturbance of gastric motility and 
peristalsis is present in most cases, and since abnormal emotions are 
the most common cause of gastric dysfunction, they are probably 
significant in the etiology of this condition. 

Symptoms resulting from prolapse of the gastric mucosa are usu- 
ally those of the underlying disease associated with it, especially 
peptic ulcer. Prolapse may sometimes be a factor in the production 
Se of complications, such as pyloric obstruction and hemorrhage. In the 
: absence of concomitant disease, symptoms are apt to be vague and 
include upper abdominal pain, gaseous indigestion, nausea, regurgi- 
tation of sour gastric contents, and occasionally vomiting. Prolapse 
may also produce otherwise unexplained upper gastrointestinal 
bleeding, although the authors have not observed massive hemor- 
rhage from it. There are no characteristic physical findings. Localized 


a epigastric tenderness is sometimes present. 
os The roentgenologic characteristics are, however, distinctive and 
He include an umbrella-like or mushroom-shaped filling defect in the 


base of the duodenal bulb, usually best demonstrated with the patient 
in the prone position. Peristalsis is usually hyperactive. Some degree 
of pyloric obstruction may also be demonstrated. 

The treatment of this condition is that of the accompanying hyper- 
trophic gastritis, peptic ulcer, or other abnormality. Minor degrees 
of prolapse are best disregarded. In the presence of marked degrees 
of prolapse, various antispasmodic and gastric sedatives should be 
employed together with a bland diet to inhibit gastric motility. When 
obstruction or hemorrhage is present or if the patient continues to 
have severe symptoms, surgical intervention must be considered. 

Methods of surgical treatment include: (1) excision of the redun- 
dant segment of mucosa with or without pyloroplasty, (2) gastric 
resection or, (3) gastroenterostomy. The authors suggest the possible 
use of vagotomy to reduce the hyperperistalsis and hypersecretion. 
In general, when the symptoms are not suggestive of a peptic ulcer 
and ulceration cannot be demonstrated, conservative treatment 
should be carried out, and it is the opinion of the authors that surgi- 
cal treatment should be reserved for those patients in whom prolapse 
is complicated by bleeding, pyloric obstruction, or severe pain. 
(Am. Surgeon, 19: 67, 1953.) 
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University of Kansas, School of Medicine, Kansas City, Kansas 


Ftypoglycemia and the Use of Cobacco 


BY P. T. BOHAN, M. D. AND M. G. BERRY, M.D. 


Over a period of about seven years, thirty-eight patients were studied because of symptoms of hypoglycemia. 


They were troubled by attacks of dizziness, feelings of uncertainty and apprehensiveness, and episodes of 

“blind staggers.” Glucose tolerance tests showed blood dextrose levels at 50 mg. or less at four to six hours. 
Almost all of these patients smoked tobacco excessively. When these smokers abstained from smoking, 

symptoms of hypoglycemia disappeared, and glucose tolerance tests became normal. Not only did these patients 
feel better, but some of them undoubtedly were spared a laparotomy for the purpose of searching for an 


adenoma of the islands of Langerhans. 


In 1947, we reported some of the adverse effects of 
the use of tobacco. At that time we also discussed 
the clinical diagnosis of hypoglycemia and its asso- 
ciation with tobacco intoxication as it was exempli- 
fied by a patient first seen by one of us in February, 
1946. Since that report, we have encountered eighty 
patients m whom moderate to severe hypoglycemia 
was a prominent feature. In forty-two of these pa- 
tients, low blood sugar levels were only coinciden- 
tal, but in thirty-eight, hypoglycemia was the only 
significant abnormal finding. Thirty-six of these 
thirty-eight patients stated that their use of tobacco 
was excessive. 

From the foregoing we have derived the clinical 
impression that in some patients the immoderate 
use of tobacco causes hypoglycemia. We believe 
that this impression and the work of Harris are re- 
lated. He recognized that some of his patients who 
were not taking insulin had comas indistinguishable 
from those of insulin shock. In 1924 he described 
hypoglycemia and hyperinsulinism, basing his re- 


port on the findings of five patients—three men and 
two women. The men all acknowledged excessive 
smoking and alcoholism. No comment was made 
about the habits of the women. 

Since that report by Harris, there have been 
numerous recorded observations of clinical hypo- 
glycemia, and a number of etiologic factors have 
been described, but until 1946 no instance of symp- 
tomatic low blood sugar had been attributed to 
tobacco. Whipple in 1938 described a clinical triad 
of “attacks of nervous and gastrointestinal disturb- 
ances coming on in the fasting state associated with 
hypoglycemia with blood sugar levels below 50 
milligrams per 100 cc. and immediate relief follow- 
ing ingestion of glucose.” This so-called triad is 
accepted as probable evidence of insulinomic or 
organic (pancreatic) and presumably surgical dis- 
ease. Most of our patients met this diagnostic 
criterion. 

Conn divides spontaneous hypoglycemia into 
three types: (1) functional, (2) organic, and (3) 
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hepatogenic. He also lists known etiologic factors in 
hypoglycemia. Glucose tolerance curves in our pa- 
tients were somewhat variable but were similar to 
those Conn obtained in so-called functional hypo- 
glycemia. 

From our observations it seems that tobacco may 
be a causative factor in idiopathic or functional 
hypoglycemia. Another important development of 
our concept, if confirmed, is that a dangerous sur- 
gical procedure may be avoided in some patients. 
Many articles have appeared on the etiologic rela- 
tionship of hypoglycemia and lesions of the pan- 
creas, with particular reference to pancreatic 
adenoma or adenomatosis. In summarizing the re- 
sults in 258 patients, Crain and Thorn found that 
some patients required two and a few as many as 
three operations. In a number of these patients, only 
hyperplasia was found, yet the hypoglycemia ap- 
parently was cured by removal of the hyperplastic 
tissue. The mortality rate was 9 per cent. Their 
study suggests that hypoglycemia is a surgical dis- 
ease. However, surgical treatment must be consid- 
ered radical unless it can be assumed that most pa- 
tients with adenoma or hyperplasia of the islet tissue 
of the pancreas will die or become totally incapaci- 
tated if at least part of the pancreas is not removed. 
Our experience of the last five years throws doubt 
on this assumption. 

In our patients with hypoglycemia, the com- 
plaints in order of their frequency were: dizziness 
and lightheadedness, a feeling of uncertainty, ap- 
prehension that consciousness would be lost, and 
episodes of what many patients described as “blind 
staggers,” by which they meant temporary impair- 
ment of vision with inco-ordination and unsteady 
gait, occurring simultaneously with one or more of 
the other symptoms. Most of these patients would 
hold on to a table, chair, or any stable object until 
the attack passed. In all of them we had an oppor- 
tunity to observe an attack, either spontaneous, or 
induced during the glucose tolerance test. 

In our work detailed histories are obtained and 
search is made for clues directing attention to the 
nervous system or the psyche, since many of the 
symptoms are psychic or psychosomatic. We con- 
sider hypoglycemia to be present if glucose toler- 
ance tests after four to six hours show values for 
blood sugar to be 50 mg. or less per 100 cc. One 
patient had a blood sugar value of only 22 mg. per 
100 cc. The patient’s condition at the time when 
this value was obtained resembled that of severe in- 
sulin shock. While the condition existed, he com- 
plained of extreme nervousness, faintness, and 


fright. In many of the cases the symptoms were re- 

lieved about five to ten minutes after the ingestion 
of a sweetened drink, sugar, candy, or food. In fact, 
one patient who suffered with hypoglycemia for 
about fifteen years consumed from one-half to three- 
fourths of a pound of sugar daily. For forty years 
this patient smoked from two to three packages of 
cigarettes daily. He was afraid to drive his automo- 
bile, afraid to walk across the street even in a small 
town, and he feared insanity and self-destruction. 
When he was told that tobacco intoxication might 
-be the cause of all his symptoms, he agreed to give 
up smoking at once. At the end of a month all 
symptoms of dizziness, sweating, apprehension, and 
trembling had disappeared. 

Some of the patients complained of numbness or 
burning of the legs and hands. One patient com- 
plained of pain in the chest associated with weak- 
ness, perspiration, nervousness, and shakiness, ac- 
companied by some blurring of vision. All these 
symptoms disappeared within a month after the 
discontinuance of smoking. In those who resumed 
smoking, the symptoms recurred but again disap- 
peared after smoking was stopped a second time. 

Since only two of our thirty-eight patients with 
hypoglycemia as the only significant abnormal find- 
ing did not use tobacco to an excess, we believe that 
a diagnosis of hypoglycemia due to tobacco intoxi- 
cation may be suggested if abstinence from tobacco 
not only ameliorates but completely controls the 
symptoms. All of the thirty-six patients who discon- 
tinued using tobacco were free of symptoms 
ascribed to hypoglycemia within a month. Some 
were dramatically relieved when they stopped 
smoking. However, as previously mentioned, hypo- 
glycemic symptoms recurred after several months 
in the few patients who resumed smoking, but 
again dramatically subsided when the use of tobacco 
was stopped a second time. In another few patients, 
who had smoked from thirty to forty cigarettes 
daily, symptoms subsided when they reduced their 
cigarette consumption to just over ten a day and 
have not recurred to this time. However, examina- 
tion still showed a hypoglycemic curve in some cases. 

We do not contend that tobacco harms all users 
or that tobacco is a cause of so-called functional 
hypoglycemia in many persons, but we do suggest 
that any smoker with hypoglycemia should be di- 
rected to abstain from tobacco. Then the effect of 
his abstinence should be assessed before he is sub- 
jected to complete or even partial pancreatectomy. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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BY WILLIS FE. BROWN, M.D. AND C. G. SUTHERLAND, M.D. 


Little Rock, Arkansas 


During pregnancy high levels of estrogen in the blood create a tendency to sodium retention and hence to 
retention of liquid. Pathologic edema of pregnancy is probably an exaggeration of this physiologic process. 


Salt restriction, isotonic parenteral liquids, ammonium chloride, and mercurial diuretics are effective in mobilizing 


EpeMa is an abnormal or excessive accumulation of 
liquid in the interstitial spaces. The etiology and 
degree of edema vary with different clinical entities. 
A certain amount of increased fluid retention is 
considered to be physiologic during pregnancy. 
Many investigators have demonstrated that the 
pregnant woman, merely by virtue of being gravid, 
tends to accumulate excessive amounts of sodium 
and water. This is manifested clinically by the hy- 
dremia of pregnancy and the diuresis which char- 
acteristically follows parturition. Dexter and Weiss, 
in a careful study of edema in pregnancy, deter- 
mined that clinically demonstrable generalized 
edema is present in approximately 65 per cent of all 
normal pregnant women. This generalized edema, 
or water and sodium retention, is usually mild. 
When the edema becomes excessive and is associated 
with other evidence of toxemia (hypertension or 
albuminuria) it is considered pathologic. 
Generalized edema may be due to any of several 
primary factors, such as cardiac failure, acute ne- 
phritis, lowered serum protein, or other diseases, 
and these factors may also be present in the gravid 
patient. The edema that is usually present in preg- 
nancy, however, is primarily a physiologic edema 


the edema of pregnancy. These measures suffice for relief of mild toxemia of pregnancy. 


and is believed to be due to an increased sodium re- 


tention which “holds” water in the interstitial 
spaces. Apparently, this sodium retention in gravid 
women is secondary to an increase in sex steroids, 
chiefly estrogen. Evidence for this concept is the 
observation that the administration of estrogens 
results in sodium and water retention. Further- 
more, the maximal development of physiologic edema 
of pregnancy corresponds with the peak levels of sex 
steroids characteristically seen during the latter 
part of gestation. There is a spontaneous naturesis 
and diuresis which accompanies the rapid fall in 
steroid levels following parturition, and this sodium 
and water tide can be delayed by the administration 
of estrogens. 

These observations offer convincing evidence that 
the changes in sodium and water metabolism are 
apparently secondary to the estrogen saturation of 
pregnancy. It is probable that the pathologic edema 
associated with toxemia of pregnancy represents an 
exaggeration of the changes in water and sodium 
metabolism that are present in every gestation. 

Studies of excessive fluid retention may be under- 
taken by several clinical methods. A careful record 
of weight changes in edematous patients may be 
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Key. 1. Pretreatment control (1 day or average of 3 days). 2. Day 
of treatment. 3. Post-treatment control (1 day or average of 3 
days). The tables illustrating the text are constructed in the 
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employed as evidence of water excretion or reten- 
tion. This method has yielded valuable information 
on many occasions. However, at times it may be 
difficult to evaluate weight loss caused by factors 
other than the excretion of fluid. 

Edema may be studied from the standpoint of 
fluid intake and excretion. The difficulty of deter- 
mining the exact fluid content of solid foods as well 
as the amount of fluid lost through the skin, lungs, 


Chart 1. Graphic representation of the daily excretion of urine and sodi- 
um when the salt in the diet (3.8 Gm.) was augmented by giving an addi- 
tional 10 Gm. a day for five days. Broken line represents level of dietary salt. 


and gastrointestinal tract, detracts from the de- 
sirability of this method. 

Edema may be studied by placing the patient on 
a constant sodium diet and assaying the amount of 
sodium excreted in the urine. In pregnancy, ab- 
normal retention of sodium appears to be the basic 
mechanism of the development of edema. Thus, a 
significant naturesis indicates mobilization of stored 
sodium and with it the bound water of edema. 


Experimental Material 


A series of studies was undertaken on pregnant 
women in an effort to determine the effect of various 
diuretic agents on sodium and water metabolism, 
and their relative clinical efficacy in the control of 
edema in pregnancy. 


The patients used in this study were hospitalized 
in a special ward in the Obstetric Department. Their 
diets were prepared by the Department of Nutrition 
and the sodium contents carefully calculated. The 
diets varied from low values of 1 Gm. to 1.5 Gm. of 
sodium per twenty-four hours, to 15 Gm. per 
twenty-four hours, achieved by supplemental salt. 
The sodium intake of each patient was controlled 
throughout the study. The liquid intake and urinary 
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output were recorded daily, and the sodium content 
of each specimen was assayed directly. The average 
values of these specimens three days prior to and 
three days following the experimental day were used 
as controls. 

The effect of change in sodium intake on urinary 
sodium was studied (Chart 1). High sodium intake 
is reflected in high urinary sodium, and three to 
five days are required for urine values to become 
stabilized at their new level following changes in 
dietary sodium. This demonstrates the importance 
of stabilizing sodium intake for several days prior to 
and following a test period when the effect of a 
diuretic agent on sodium excretion is to be studied. 

Forcing liquids orally as a method of diuresis was 
investigated. Patients on a fixed sodium diet were 
given 4,000 cc. to 6,000 cc. of water on one day or 
for several days. In some patients, 6,000 cc. was 
ingested in two or three hours. It was found that, 
with the increased urine volume, not only was the 
sodium concentration decreased, but the total so- 
dium output was decreased on the day fluids were 
forced (Chart 2). By giving 2,000 to 4,000 cc. of 
5 per cent or 10 per cent dextrose solution by vein 
it was found that the urine volume was also greatly 
increased and that the total sodium excreted per 
twenty-four hours was slightly increased. Apparent- 
ly, liquids administered orally produce a different 
effect from that observed when liquids are given by 
vein (Chart 3). 

The effects of intravenous dextrose administration on 
urine volume and sodium output were studied. Two 
hundred grams of dextrose were given intravenously 
in a period of four to six hours in 4,000 cc. of water 
(5 per cent solution), 2,000 cc. (10 per cent), 800 cc. 
(25 per cent), and 400 cc. (50 per cent). The experi- 
ment was then reversed by giving a constant volume 
of liquid and varying the dextrose concentration; 
400 cc. each of 5 per cent, 10 per cent, 25 per cent, 
and 50 per cent dextrose solutions were adminis- 
tered intravenously in a similar two- to four-hour 
period (Charts 3 and 4). As the volume of parenteral 
liquid increased, the urine volume and urinary so- 
dium increased, but when the concentration of dex- 
trose increased from 5 per cent to 50 per cent, there 
was no increase in either urine volume or urinary 
sodium. From these studies it appeared that the 
addition of dextrose to intravenous infusions does 
not increase the excretion of water or sodium, but 
that it was the volume of liquid administered which 
increased urine volume and sodium output. In the 
patients who received hypertonic dextrose solu- 
tions, a transitory oliguria and a decrease in sodium 


Chart 2. Graphic representation of the excretion of urine 
and sodium when fluids were given by mouth, 6,000 cc. 
for one day, and 4,000 cc. for three successive days. 


Chart 3. Graphic representation of the excretion of urine and 
sodium in two patients who were given intravenous solutions 
containing 200 Gm. of glucose (dextrose). The interval between 
these observations was five to seven days. The polydipsia and 
polyuria of B. K. lasted for about five weeks, but the effect of 
infusions of dextrose was still the same as in other patients. 
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Chart 4. Graphic representation of the excretion of urine and 
sodium when patients were given 400 cc. of glucose (dextrose) 
solutions intravenously. The interval between the injections in 
these three patients varied from five to seven days. There is no 
demonstrable effect on urine or sodium output even though the 
dose of dextrose varied from 20 to 200 Gm. 


1M. 


Chart 5. Graphic representation of the excretion of 
urine and sodium when aminophylline (7.5 gr. 
ti.d.—1,500 mg.) was given intramuscularly. 


excretion were observed following the infusion. This 
probably resulted from a release of antidiuretic hor- 
mone from the posterior pituitary following hyper- 
tonic dextrose administration. Thus, it appears that 
forcing fluids, either orally or intravenously, is not 
a practical way to mobilize sodium or reduce the 
edema in pregnancy, and hypertonic dextrose solu- 
tions tend to provoke an antidiuretic effect. 

Aminophylline was given intramuscularly in doses 
ranging from 0.12 Gm. to 1.5 Gm. daily. Smaller 
doses had no effect on urine volume or sodium ex- 
cretion, while the larger doses, although producing 
an increase in sodium output, frequently caused 
nausea and vomiting. No significant increase in 
urinary output was noted with the use of this drug 
(Chart 5). 

Urea, administered orally in doses of 60 Gm. 
daily, had little or no effect on water or sodium ex- 
cretion in pregnant women (Chart 6). 

Mercurial diuretics were employed both alone and 
in combination with xanthine compounds. They 
were found to produce a marked increase in both 
sodium concentration and total excretion, which 
apparently was independent of changes in urine 
volume. The exact mode of this diuretic action re- 
mains undetermined but is believed to be dependent 
on a decreased tubular resorption of sodium 
(Chart 7). 

Ammonium chloride was administered both orally 
and intravenously and was found to be effective in 
increasing sodium output and urine volume. This 
effect is apparently accomplished through the pro- 
duction of an acidosis with a compensatory mobili- 
zation of sodium (Chart 8). The excess sodium is 
then excreted by the kidney as sodium chloride. 
Twelve grams daily appears to be the optimal dos- 
age, as smaller amounts were not consistently effec- 
tive, and the larger doses frequently produced vomit- 
ing (Charts 9 and 10). The effect on sodium excre- 
tion and urine volume, however, was found to be 
relatively short, and the efficacy of this mode of 
treatment decreases after two to three days of ammo- 
nium chloride therapy. 


Discussion 


These studies on gravid women suggest that sev- 
eral agents will mobilize stored sodium and water 
and establish a diuresis of edema fluid. Similar 
studies were conducted on toxemic pregnant women 
with similar results. These observations and similar 
ones by others form the basis of the clinical manage- 
ment of the edema of pregnancy. 
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Chart 6. Graphic representation of 
the excretion of urine and sodium 
for three nonpregnant subjects re- 
ceiving 60 Gm. of urea on two suc- 
cessive days. 


Edema of pregnancy then may be controlled by a 
combination of methods. Sodium restriction is one 
of the most effective means of control of edema in 
pregnancy, and ideally the salt intake should not 
exceed 3 Gm. a day for those patients in whom 
edema is significant. The diet should be carefully 
prescribed in order to keep the salt intake low, and 
the patient should be instructed to add no salt to 
her food, either in preparation or at the table. A list 
of salt-poor foods should be provided for the patient, 
and at times the prescribing of salt-free milk and 
bread may be advisable. The use of commercial salt 
substitutes at times seems to increase the palatability 
of the low salt diet for some patients. 


MERCUHYDRIN 1. V. 


The patients are allowed to take liquids at will, for 
these observations suggest that forcing liquids by 
mouth has little naturetic effect. In hot weather, 
patients are encouraged to increase their liquid in- 
take. For hospitalized patients, when intravenous 
liquid therapy is used, scrupulous avoidance of 
liquids containing the sodium ion is practiced, and 
5 per cent or 10 per cent dextrose solutions in 
amounts of 1,500 to 2,000 cc. above their daily urine 
output are employed. 

Although hypoproteinemia plays a relatively small 
role in the edema of pregnancy, it has been amply 
demonstrated that severe degrees of protein defi- 
ciency can produce edema. Therefore, a high protein 
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Chart 7. Graphic representa- 
tion of the excretion of urine 
and sodium when Mercuhy- 
drin or Salyrgan-Theophyl- 
line was given in doses of 2 
and 4 cc. (ml.) (mercurial 
200-400 mg. with _ the- 
ophylline 100-200 mg.) 
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Chart 8. Graph showing weight 
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diet is routinely prescribed for gravid patients. In _ discontinued after two or three days of therapy but 
patients who exhibit chronic proteinuria or low — may be readministered after a short interval of 
serum protein, whole blood, plasma, or salt-poor _ abstinence. 


protein hydrolysates are given intravenously. Mercurial diuretics are not employed promiscu- 
Ammonium chloride, orally, in divided doses of ously. However, in edematous patients who exhibit 
12 Gm. per twenty-four hours, is frequently pre- an adequate urinary output without hematuria, these 


scribed for edema of pregnancy. The drug is usually — drugs may be administered with gratifying results. 


Chart 9. Graphic representa- 
tion of the excretion of urine 
and sodium when 8 Gm. of 
ammonium chloride was 
given for three days (upper 
row of three patients) and 
given for two days (lower 
row). 
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Chart 10. Graphic representation of the excretion of urine and sodium 


In the usual case of mild toxemia of pregnancy, 
these methods may be applied with success without 
hospitalizing the patient. However, an occasional 
patient fails to respond satisfactorily to treatment 
until she is hospitalized, suggesting that she could 
not or would not follow the regimen outlined. No 
severe case of toxemia of pregnancy should be man- 
aged at home. ; 

Thus, salt restriction, ample protein, moderate 
amounts of liquids, ammonium chloride, and Mer- 
cuhydrin are agents to be employed in the manage- 


MEDICAL 
MAXIMS 
FOR 
EVERYDAY 


APPLICATION 


GP « November, 1953 


when 12 or 16 Gm. of ammonium chloride was given for two days. 


ment of the edema of pregnancy. To this is added 
bed rest, sedation, and a frequent check on the clini- 
cal condition of the patient. Under most circum- 
stances, the patient can be carried to term and 
can be delivered safely. 

In cases of severe toxemia, or where the syndrome 
does not respond to conservative measures, other 
methods are necessary. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


lopiNE given after thyroidectomy appears to have little influence on the 
basal metabolism, pulse rate and body temperature. 


Minert oil, especially when emulsified, can be absorbed from the bowel 
and deposited in tissues such as the mesenteric lymph nodes and liver. 


PotsoninG from wax crayons should be suspected in the child with cy- 
anosis, rapid respiration, slight elevation of temperature and pulse, 
weakness and listlessness. 


THE tumors most common in the anterior mediastinum are lymphomas, 
dermoid cysts and teratomas, while neoplasms of neurogenic origin 
occupy chiefly the posterior mediastinal space.—WituiaM S. REvENO, 
M.D., 711 Medical Maxims, Charles C Thomas. 
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Practical Cherapeutics 


BY EUGENE A. STEAD, JR., M.D. 
Duke University School of Medicine, Durham, N. C. 


Goop TREATMENT of an acute: condition such as 
pneumococcal pneumonia requires only accuracy 
in diagnosis and the following of standard therapy 
recorded in many textbooks of medicine. Treatment 
of psychosomatic complaints, chronic illness, and 
undiagnosed diseases requires a different approach. 
The success of our efforts depends on many factors 
not so easily reduced to a standard schedule. 

In an acute illness, education of the patient is 
unimportant; in a chronic illness, it is frequently 
all-important. The patient with a chronic illness re- 
quiring treatment over a long time must be taught 
something about his disease in particular, and some- 
thing about the emotional aspects of chronic illness 
in general. To take a specific example, the first step 
in treatment of diabetes is the acceptance by the 
patient of the fact that he has diabetes. Unless he 
can accept this fact, he will of course be unwilling 
to carry out the necessary routine of diet, urinary 
examination, insulin, and proper care of feet and of 
infections. The diabetic patient who does not un- 
derstand his illness cannot help the doctor suffi- 
ciently to maintain good regulation. In a disease 
like pernicious anemia, not only must the patient 
understand the disease but he must establish a new 
reference point for his relations with his doctor. 
Before he had pernicious anemia, he went to the 
physician when he felt ill. With pernicious anemia 
he goes to the physician not because he is ill but 
because he must have his hemoglobin level checked. 
If he is guided by his feeling, his hemoglobin level 
may be high enough to give a sense of well-being 
but low enough to allow irreparable nerve damage. 

Telling the patient about his illness does not suf- 
fice. He may not understand the words or sentences 
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TREATMENT OF CHRONIC AND UNDIAGNOSED 


ILLNESSES 


we use. We must employ the same techniques we 
use with our medical students. After our instruc- 
tions are completed, we must ask the patient to tell 
us about his illness. Only in that way can we dis- 
cover and correct the various misconceptions which 
he has formed from what we have done and said. 


Unexplained Symptoms 


In dealing with patients with unusual symptoms 
or with symptoms we do not understand, we must 
be careful to be honest and not make a diagnosis if 
the evidence supporting a diagnosis is lacking. Every- 
one at some time in his life has a set of symptoms 
the cause of which is never discovered. Fortunately 
for us, in most instances the symptoms disappear. 
If the patient with symptoms is elderly, there is a 
tendency to make the diagnosis of arteriosclerotic 
brain disease. This diagnosis can be made only if 
there are definite neurologic signs or demonstrable 
defects in the mental status examination to support 
the diagnosis. The role of the doctor is to rule in or 
out organic disease of the major organs, including 
the brain, and the major psychoses. If no diagnosis 
can be established, observation will demonstrate 
the seriousness of the illness. Fortunately, things 
many times right themselves without a definitive 
diagnosis being made. 


The Role of a Doctor 


In caring for a patient with a complicated series 
of complaints, one of the most useful parts of the 
history is the patient’s conception of the role of a 
doctor. Is he a magician who can give accurate diag- 
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The doctor is not a magician who can 
diagnose infallibly on little evidence. 


noses and definitive judgments on very little evi- 
dence? Must he prescribe medicine or an operation 
to be of any benefit to the patient? Is he a person 
whose purpose is to aid the patient, or is he out to 
milk money from those in need? Must the doctor 
find organic illness, or can emotional factors be con- 
sidered? 

These feelings of the patient about doctors deter- 
mine how you can begin your own treatment. If 
your method is too different from the patient’s pic- 
ture of the role of a doctor, he will go elsewhere. 
If your approach is such as to destroy his confidence 
in the other doctors he has seen, he will distrust 
you. If he has been to thirty doctors and has always 
expected and received medication, you may be wise 
to give him some medication for emotional symp- 
toms until he has gained confidence in you and has 
begun to accept your interpretation of the illness. 

If you decide that your patient’s complaints are 
largely related to emotional tension, you should 
have some appreciation of what this interpretation 
can mean to the patient. Formerly, he was able to 
be ill because of outside forces; now you ask him to 
accept the fact that illness comes from himself. This 
is hard to accept after many hours of suffering and 
many dollars spent on treatments for relief of or- 
ganic pain. Many patients will have to be treated 
symptomatically for long periods of time before they 
can accept the fact that organic disease is unimpor- 
tant in them. 

Doctors have their own limitations. They are not 
gods and there are many things that they cannot 
accomplish. Sometimes it is best to face the hard 


facts: medicine has nothing further to offer this pa- 
tient. It is surprising how often this can be accepted 
by the patient and how this acceptance may open 
the way for rehabilitation. 


Learning from Practice 


During the treatment of any illness, the physician 
should learn a great deal about the natural history 
of the illness, the altered physiology produced by 
the disease state, and a great deal of pharmacology 
as various drugs are given. The ability of the phy- 
sician to learn from the care of the patient is in di- 
rect proportion to his understanding of the cause of 
the patient’s complaining—why he is seeking med- 
ical help. If the physician has a patient with essen- 
tial hypertension who is suffering from headaches 
resulting from emotional tension, he will not learn 
anything if he mistakes the cause of the complain- 
ing and erroneously attributes the headache to the 
hypertension. He will be irritated and frustrated 
when measures reducing the blood pressure leave 
the headache unabated. On the other hand, if the 
patient is beginning to have cerebral degeneration 
on the basis of vascular disease of the brain, many 
bizarre symptoms may be erroneously attributed to 
anxiety. Omitting this all-important question—are 
the symptoms which bring the patient to me re- 
lated to the organic disease I have found or are they 
related to some other cause—has interfered with 
learning from practice more than any other thing. 

Many physicians did not learn in medical school 
a proper appreciation of how complex may be the 
causes of symptomatology. Many small factors may 
build up into a large complaint, and relief of any 
one of these may reduce the intensity of the com- 
plaint. Who has not seen pain of an organic etiology 
become less as the physician enters the room and 
controls anxiety? The tetany of hypocalcemia may 
disappear as the potassium levels fall from diarrhea. 
The ingestion of Antabuse changes the entire pic- 
ture caused by drinking alcohol. The first step in 
understanding people and their complaints is a true 
appreciation of the complexity of the situation. This 
will prevent too simple a cause-and-effect relation- 
ship between the medicine left by the detail man 
and the response of the patient. 


Treatable Symptoms 


The doctor must be alert to the treatable causes 
of symptoms and not too apprehensive about the 
nontreatable causes. He must not make the diagno- 
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sis of neurotic complaining just because the patient 
has complaints which are widespread and at first 
glance appear bizarre. Pheochromocytomas, islet 
cell tumors, and the low potassium syndromes can 
be confused with neurotic complaining, and errors 
in diagnoses can cost lives. A curable cord tumor 
causing mostly motor weakness and spasticity may 
be called multiple sclerosis. On the other hand, in 
the light of our present knowledge, it is doubtful if 
the early diagnosis of coronary artery disease and 
angina pectoris in a patient without other cardio- 
vascular disease is of particular benefit to the pa- 
tient. The doctor’s anxiety, however, may drive him 
to make the diagnosis of angina without adequate 
evidence from the history or physical examination. 
The electrocardiograms may complicate the picture 
if minor T-wave changes are interpreted as signifi- 
cant findings. It has taken years to show how many 
things other than myocardial ischemia may affect 
the electrocardiogram. Many patients are invalided 
by this drive of themselves and the doctor to 
come to a definitive decision. In many of these in- 
stances, nothing is lost by waiting, and much may 
be gained. 

The doctor should develop an ability to tell his 
patients how they are going to feel under treatment. 
The pediatricians have long used this technique 
with the mothers. When Dr. Jones tells Mrs. Brown 
that in a few weeks Johnny will do thus and so and 
Johnny does it, Dr. Jones is a great and wise man. 
There is no reason why we should not tell our pa- 
tients how they are going to feel when we place 
them on a reducing diet. We know that, in many 


Doctors are not gods. There are 
many things they lish 
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fat people, eating is one of the ways of reducing 
emotional tension and that when this tension is not 
relieved by eating, symptoms of anxiety and weak- 
ness will develop. The patient should know that we 
expect this, and that these symptoms are not the 
result of weakness of the body because of inadequate 
calories. Melancholy is one of the symptoms of in- 
fectious hepatitis. The patient should be warned of 
the development of the symptom as a part of the 
illness. It makes it easier to handle if the patient 
knows that the doctor understands his feelings. Pa- 
tients with hyperthyroidism are always in a hurry 
to get their workup completed. This push is part of 
their illness. Patients on ACTH therapy will han- 
dle mild delirium better if the doctor recognizes the 
first signs and interprets their confusion to them as 
being doctor-made. 


Therapy by Diagnosis 


Diagnostic procedures can have great therapeutic 
usefulness. The diabetic patient who knows that the 
doctor will check his urine for sugar at regular in- 
tervals will pay attention to his diet and insulin 
when, without the support of his doctor, he would 
lapse. Patients on salt restriction are helped in fol- 
lowing their diets by periodic urine examinations. 

I always like to exercise my patients with angina. 
If the resting electrocardiogram is normal, I will 
check the tracings post-exercise, but the real value 
of the test comes in observing the reactions of the 
patient. In the company of the doctor, many pa- 
tients with angina will have an exercise tolerance 
far beyond what they think they have. In the ab- 
sence of cardiac enlargement or congestive failure, 
exercise to the point of pain has no demonstrable 
harmful effect on the course of coronary artery dis- 
ease ; indeed, on theoretical grounds, it should serve 
as a stimulus for new vessel formation. The pain is 
the signal for decreasing activity, as continued is- 
chemia sufficient to cause pain may result in muscle 
damage. 

A doctor interested in how a patient feels can 
learn a great deal by reproducing the patient’s com- 
plaint while he is present. In patients with queer 
feelings, it is helpful to have the patient hyperventi- 
late for two minutes. One can learn if this repro- 
duces the patient’s symptoms. Even if the symp- 
toms reproduced are not similar, one may observe 
the degree of anxiety induced by the sensations pro- 
duced by the overbreathing. Carotid sinus pressure 
and motionless standing may reproduce the pa- 
tient’s symptomatology. 
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Practical Doctors 


Practitioners and teachers both like to put em- 
phasis on the desirability of training practical doc- 
tors. With this I am in full accord. The practical 
doctor is the one who knows how ill his patient is 
and just what needs to be done if the patient is go- 
ing to improve. He will review the great number of 
things which are being done for the patient and se- 
lect the ones that are truly important. He will rec- 
ognize when it is radical to wait and conservative to 
be active. 

When a patient has had a pulmonary embolus 
from a nearly asymptomatic phlebothrombosis of 
the calf veins, it is the radical doctor who waits 
and the conservative doctor who begins immediate 


anticoagulant therapy or ligates the appropriate 
veins. In my experience, the practical and conserv- 
ative doctor is the one who knows the most. 

To be happy in one’s practice, the doctor must 
keep alive his curiosity about people. He cannot be- 
come irritated and upset because Mr. X elects to 
behave in a manner which he would find socially 
unacceptable in a friend. He has to look upon the 
behavior as having some meaning in relation to 
Mr. X’s emotional or physical problems. The be- 
havior of his patients must be meaningful to him 
rather than irritating. This difference in attitude 
will determine whether at the end of a busy day the 
doctor has had a fine time and is fresh for further 
adventure or whether he is fatigued and sore at his 
practice and the world. 


What Others Are Saying... 


Doctor of the Future 


Tuomas Parran’s estimate of the doctor of the future 
is interesting but quite difficult to believe. His prog- 
nostication is published in the Pennsylvania Medical 
Journal for January and February. 

He believes the doctor of the future will be a 
specialist who works in a group. He thinks the group 
will conduct its practice in or in close association 
with a hospital. He also believes there will be too few 
physicians and that much home and office treatment 
will be given by social workers and other ancillary 
personnel brought in to conserve time of the 
physician. 

These views not only fail to take into account cur- 
rent trends in medical education and practice but 
indicate complete failure to understand what is actu- 
ally involved in the practice of medicine. Actually, a 
man whose life has been devoted to public health, 
who has been head of the United States Public 
Health Service and who is now dean of a school of 
public health is in no position whatever to discuss 
the practice of medicine, let alone prognosticate its 
future. He is a specialist in a field far removed from 
care of people who are ill and, therefore, is not quali- 
fied to discuss the practice of medicine. 

Sir William Heneage Ogilvie, in his interesting 
book, Surgery, Orthodox and Heterodox, strikes 
much more closely to the truth when he says that the 


specialist is an expert for one purpose only. For 
other purposes the specialist may be quite incompe- 
tent. This principle undoubtedly applies to Dr. 
Parran, who is an expert in public health. 

The same principle goes far in explaining why 
Dr. Parran’s prediction of increasing specialization 
is probably quite incorrect. Ogilvie does not hesitate 
to speak out for the general view. He speaks only of 
surgery, but when he does so he considers the whole 
individual. He believes that disease is no specialist 
and that ill people consult us because they feel ill, 
not because some special organ is ill. He does not 
state the additional truth that illness is compounded 
of the patient’s own reaction to his illness and to his 
environment as well as to the disease in a special 
organ. His writings show that he understands this 
principle quite thoroughly, as Dr. Parran does not. 

Perhaps those medical students who, in increasing 
numbers, are becoming interested in understanding 
the whole individual, will prove Ogilvie a better 
prognosticator than Parran. At least they are begin- 
ning to understand that health is not something to 
be dispensed by quantity production but rather 
something to be achieved by the individual, aided 
by the individual physician who is individually re- 
sponsible to his patient.—Northwest Medicine, June, 
1953. 
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Cips from Other Journals 


Buckled Innominate Artery 


Buckuinc or kinking of the innominate artery can 
be confused with aneurysm of the innominate or 
common carotid artery, superior mediastinal tumor, 
retrosternal thyroid, or pulmonary disease. Honig, 
Dubilier, and Steinberg emphasized that diagnosis 
of buckling is important mainly because it is quite 
benign, in contrast to the dangerous potentialities of 
the lesions it simulates. They showed that, in doubt- 
ful cases, angiocardiography affords accurate diag- 
nosis and may thereby eliminate exploratory thora- 


cotomy. They attributed buckling of the innominate 
artery to unfolding, dilatation, and elongation of 
the aorta usually due to a combination of hyper- 
tension and atherosclerosis (see accompanying dia- 
gram). (Ann. Int. Med., 39: 74, 1953.) 


Quinidine for Auricular Fibrillation 


IN THIRTY-FOUR cases of chronic auricular fibrilla- 
tion, Fleischmann administered quinidine for the 
purpose of restoring sinus rhythm, and was success- 
ful in twenty-four instances (70.6 per cent). In the 


Adapted from Annals of Internal Medicine 


Tracings of three angiocardiograms (A, B, C), demonstrating unfolding and elonga- 
tion of the aorta with buckling of the innominate artery (arrows) in patients with 
hypertension. The conventional chest roentgenograms of each of these patients re- 
vealed right mediastinal widening, which was thought to represent tumor or aneurysm. 
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great majority, once restored, sinus rhythm was Syphilitic Aortic Insufficiency 
maintained. Indications for attempting conversion 


were (1) embolization; (2) heart failure persisting As a part of an extensive survey of the natural his- 
in spite of usual therapy; (3) severely diminished _ tory of syphilitic aortic insufficiency, Webster and 
cardiac reserve, just short of heart failure; or (4) co-workers found that the prognosis for this disease 
anxiety and distress because of awareness of the — was not so evil as had been supposed. Ten years 
arrhythmia. Quinidine was not given to patients after the diagnosis of aortic insufficiency, a little 
having active bacterial endocarditis, rheumatic ac- _ more than one-third of all patients were still alive. 
tivity, or conduction defects. At fifteen years about one-fourth of the patients still 

All patients were on maintenance doses of digi- _ survived. Negro men had the worst outlook; white 
talis. Then, beginning at noon, 0.2 Gm. of quinidine — men and Negro women had about the same survival 
was given every two hours for six doses. If conver- rate. There was a sharp drop in the survival of 
sion did not occur with that dosage, each subse- —_ younger patients during the first year after diagnosis 
quent day the individual dose was increased by 0.2 _ had been made, but thereafter they had a slightly 
Gm., up to the point where conversion occurred, or _ better prognosis than older patients. Congestive 
the dosage of 0.8 Gm. every two hours was reached. __ heart failure and angina pectoris both influenced 
This was the maximum dose tried in any case. After the prognosis adversely. (Am. Heart J., 46:117, 
conversion to sinus rhythm, quinidine was continued 1953.) 
in a maintenance dose of 0.2 Gm. four times a day. 

As shown in the following table, the etiologic type 
of heart disease seemed to have some influence on = CaRCINOMA originating in the body or tail of the 
whether or not attempts to restore sinus rhythm _ pancreas is about one-third as common as carcinoma 
were successful. (Am. J. M. Sc., 225: 617, 1953.) originating in the head of that organ. According to 
Strang and Walton, lesions that begin in the body or 
tail are rarely diagnosed in time for an attempt at 


Carcinoma of Pancreas 


Etiologic Type Total Cases Cases Restored to Sinus Rhythm 


Hyperthyroid 3 3 surgical cure. They believe that this outlook is not 
Arteriosclerotic 13 12 likely to improve unless physicians generally are 
Rheumatic 14 7 


quick to recommend exploratory laparotomy when 

their suspicions are alerted by certain symptoms. 
The main clinical pointers are unexplained pain 

(usually in the epigastrium), anorexia and severe 

weight loss, weakness or exhaustion, and thrombo- 

In THEIR review of the treatment of chronic cor embolic manifestations, particularly if multiple. 

pulmonale, Harvey, Ferrer, and Cournand empha- = (Ann. Int. Med., 39:15, 1953.) 

sized the difference in mechanisms for cor pulmonale 

resulting from chronic pulmonary emphysema and 

from pulmonary fibrosis. They stated: ‘“‘An under- 

standing of the difference between these diseases... IN His thoughtful essay on periodic examinations, 

is crucial to success in therapy (of cor pulmonale). —_ Shillito emphasized that they detect long-run health 

The chief differences are outlined in part in the ac- _ trends rather than acute emergencies, and that their 

companying table. (Circulation, 7 :932, 1953.) success depends largely upon the effort expended by 


Hypertensive 4 2 


Chronic Cor Pulmonale 


Pulmonary Emphysema Pulmonary Fibrosis 


Mechanism for cor pulmonale Interference with ventilation (bronchospasm, etc.)—> Progressive obstruction of pulmonary vascular bed-—> 
anoxia and hypercapnia—>pul y arterial chronic pulmonary arterial hypertension—> 
hypertension, hypervolemia with polycythemia—> _ right heart failure. 


right heart failure. 


Reversibility of cor pulmonale Probable. Directly by relief of anoxia and Unlikely except in granulomatous diseases 
hypercapnia (bronchodilators, oxygen, (sarcoidosis, berylliosis) that respond to 
mechanical aids to respiration), thereby cortisone and ACTH. 


reducing pulmonary hypertension. Indirectly by 
reduction of polycythemia (phlebotomies). 
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the examiner. The author listed four objectives for 
these examinations, as follows: 

1. To establish a friendly contact and rapport be- 
tween examinee and physician. 

2. To discern the most easily recognized correct- 
able deviations from the norm. 

3. To detect chronic debilitating conditions. 

4. To discover early and incipient diseases. 

As a means for making the examinations more 
efficient, Shillito recommended that the first health 
examination should be a thorough survey, including 
certain laboratory and x-ray studies for future ref- 
erence. He thought that subsequent examinations 
should stress health counseling and investigative 
procedures chosen on the basis of symptoms elicited 
in an interval history. (Ann. Int. Med., 39:7, 1953.) 


Hemorrhage in Cases of Cirrhosis 


Patients with portal cirrhosis often have other po- 
tential sources for upper gastrointestinal hemor- 
rhage in addition to esophageal varices. This con- 
clusion was apparent from a recent study by Palmer 
and Brick of 150 cases of cirrhosis. All patients 
underwent esophagoscopic examination, and varices 
were found in ninety-five. Other potential sources 
for bleeding were discovered in about one out of 
every five of these ninety-five patients. The common- 
est associated lesion was duodenal ulcer. This report 
has obvious importance in consideration of the prob- 
ability for hemorrhage in a cirrhotic, or in manage- 
ment of hemorrhage when it appears. (New England 
J. Med., 248:1057, 1953.) 


Bronchial Asthma with Colds 


In srupyinG the histories of children who developed 
attacks of asthma when they had colds, Stevens con- 
cluded that two clinical patterns were evident. In 
one, patients had attacks of asthma during and im- 
mediately following colds that occurred during the 
winter. Between colds and with summer colds, these 
children were free of asthma. The author thought 
that such episodes were related to sensitization to 
bacteria that were present in the respiratory tract as 
secondary invaders during colds. Accordingly, pa- 
tients were “desensitized” with a mixture of bac- 
terial filtrates for two or three years. They seemed to 
improve in that they had fewer episodes of asthma 
with subsequent colds, but the author’s data were 
presented without “controls.” 

In the second clinical pattern, episodes of asthma 
were thought to be a nonspecific reaction to the in- 
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flammation of respiratory membranes induced by a 
cold. Children having this pattern had evidence of 
latent asthma between colds. They were mainly sen- 
sitive to ragweed and tended to develop asthma 
when they had colds during late summer and fall. 
In these cases, bacterial “desensitization” was 
thought to be unnecessary. The patients improved 
with treatment of their underlying allergy. (J. Al- 
lergy, 24:221, 1953.) 


Mechanism of Edema 


A srupby by Singer and Wener implicated an endo- 
crine mechanism, possibly involving the adrenal 
cortex, in the development of edema due to heart 
failure. The authors made biologic assays of urine 
specimens for content of antidiuretic substance 
causing sodium retention. Such substance was found 
in significantly larger amounts when there was 
cardiac decompensation than in normals or in com- 
pensated cardiacs. The authors reminded that sim- 
ilar findings have been reported in cases of cirrhosis 
and in cases of nephrosis. (Am. Heart J., 45:795, 
1953.) 


ACTH or Cortisone for Hepatitis 


In a series of three articles, Evans, Spring, and 
Nelson reported an evaluation of the effect of ACTH 
or cortisone or both upon the course of acute viral 
hepatitis. They found that ACTH improved the 
sense of well-being and usually caused a prompt 
drop in serum bilirubin. However, when the drug 
was given early in the course of hepatitis, patients 
took longer to recover than controls. Also the inci- 
dence of relapse was significantly higher in the 
ACTH-treated cases. Cortisone therapy seemed to 
speed recovery, but here too there was the disad- 
vantage of relapses. 

Both drugs were used in six cases of fulminant 
hepatitis, and all patients died. However the authors 
expressed the opinion that a further trial of corti- 
sone is warranted in cases of this kind. Their thought 
was that larger doses might give better results. (Ann. 
Int. Med., 43:1115, 1953.) 


Prognosis in Diabetic Acidosis 


Zieve and Hill analyzed the factors responsible for 
a poor prognosis in patients with moderate or se- 
vere diabetic acidosis. Some of the poor prognostic 
signs included obesity and hypertension. Those who 
died were on the average two decades older than 
those who recovered. Many of the patients who died 


+ 
: 
, 
79 


had no previous knowledge of their diabetes. They 
were in acidosis longer before hospitalization, and 
twice as many proportionately were unconscious on 
admission. Body temperature was lower and the 
respiratory rate higher among those whose outcome 
was fatal. One-third of them were in shock on ad- 
mission, and oliguria or anuria was present on ad- 
mission in one-half of the patients who died. (Arch. 


Int. Med., 92: 51, 1953.) 


Humid Environment and Heart Failure 


Burcu re-emphasizes that a hot and humid environ- 
ment may precipitate acute congestive heart failure 
in patients who would remain compensated when at 
rest in a comfortable environment. He states that a 
hot and humid environment has essentially the 
same influence as physical exertion upon cardiac 
work and cardiac reserve. Normally in a hot humid 
environment the cardiac output may be increased 
100 per cent in normal man. 

He recommends that the cardiac patient should 
be placed in an environment which is comfortable 
and which permits maintenance of thermal equilib- 
rium without any stress upon the cardiovascular 
system. The best guide in adjusting the room tem- 
perature and humidity is the patient’s comfort. This 
is a satisfactory guide if the patient is mentally 
alert. When he is not, then 75°F. (about 24°C.) and 
not more than 60 per cent relative humidity are 
suitable atmospheric conditions. (Arch. Int. Med., 
92: 1, 1953.) 


Dextran Reactions 


FoLtowinG the administration of intravenous dex- 
tran as a plasma expander to one hundred volun- 
teers, Tarrow and Pulaski found that 51.5 per cent 
developed reactions when Swedish dextran was em- 
ployed, as compared with 8.2 per cent when the 
Commercial Solvents Corporation product was used. 
The reactions were largely of an allergic nature with 
symptoms such as headache, chills, flushing, urti- 
caria, angioneurotic edema, wheezing, chest pain, 
rhinitis, and syncope. Delayed pain in joints and 
swelling of the extremities sometimes followed. One 
individual developed a reaction on two successive 
occasions following the use of dextran, while a unit 
of dextran which produced a reaction in one patient 
failed to do so in another. 

The symptoms seemed to be ameliorated by intra- 
venous antihistaminics, but the course of the reac- 
tions was not apparently affected. Mild untreated 
reactions subsided largely within twelve to twenty- 


four hours. The latter were less frequent in anesthe- 
tized than in unanesthetized individuals, even 
though spinal anesthesia was used and the patients 
were awake. (Anesthesiology, 14: 359, 1953.) 


Tubeless Gastric Analysis 


Tue presence of free gastric hydrochloric acid may 
be ascertained by a method based on release of 
quininium cation from a synthetic ion-exchange 
resin by the hydrogen ion in gastric secretion. 
Becker and Maslon compared the results obtained by 
this tubeless gastric analysis with those obtained 
simultaneously by the usual intubation technique. 

In this study on eighty-eight patients, the results 
indicated excellent agreement between the two 
methods. There was no apparent quantitative cor- 
relation between the two methods, high excretion of 
quinine frequently being associated with low acid 
values and vice versa. The authors recommend the 
tubeless method for the routine qualitative deter- 
mination of free gastric hydrochloric acid. (New 


England J. Med., 249: 68, 1953.) 


Effects of Mitral Commissurotomy 


Cossy and his associates performed cardiac hemo- 
dynamic studies by cardiac catheterization in pa- 
tients with mitral stenosis before and after mitral 
commissurotomy. Their studies indicated that the 
patients who are most likely to benefit from mitral 
commissurotomy are those with high pulmonary 
artery pressures. The degree of fall of the pulmon- 
ary artery pressure following commissurotomy was 
found to be roughly parallel to the degree of clin- 
ical improvement. The patients with very low pul- 
monary artery pressures were not benefited by 
mitral commissurotomy. The authors suggest that 
such low initial pressures may be present in patients 
with low-grade rheumatic myocarditis. (Dis. of Chest, 


23: 499, 1953.) 


Action of Streptomycin and Isoniazid 


Hospy and her associates made observations in vitro 
and in vivo which indicated the high degree of anti- 
tuberculous activity of isoniazid against both strep- 
tomycin-susceptible and streptomycin-resistant or- 
ganisms. They found that the emergence of resist- 
ance to combinations of streptomycin and isoniazid 
occurred more slowly than to either compound 
alone. However, neither compound was able to pre- 
vent the ultimate emergence of resistance to the 
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other. Their studies also indicated a synergistic ac- 
tion between streptomycin and isoniazid. Thus there 
was increased bactericidal action of streptomycin in 
the presence of small amounts of isoniazid, and 
there was greater chemotherapeutic action when the 
two agents were used concomitantly. (Am. Rev. 


Tuberc., 67: 808, 1953.) 


Viability of Tubercle Bacilli 


In spre oF the availability of several types of drugs 
highly effective against tubercle bacilli, Dubos states 
that it is very difficult, if not impossible, to eradicate 
infection from human patients even by prolonged 
chemotherapy. He points out that there are sub- 
stances in tuberculous lesions capable of inhibiting 
antimicrobial drugs. He also discusses the fact that 
tubercle bacilli often disappear spontaneously from 
certain types of tuberculous lesions without the 
help of chemotherapy. He shows that tuberculous 
tissues contain several substances which might be 
responsible for this effect. (Am. Rev. Tuberc., 67: 
874, 1953.) 


Basic Lesion in Emphysema 


Spain and Kaufman demonstrated that the basic and 
primary changes in emphysema are present in the 
bronchioles. The parenchymal or alveolar changes 
develop after these bronchiolar obstructive lesions. 
The etiology of the nonspecific alteration of the 
bronchiolar tree is not known. It would appear that 
a wide variety of nonspecific low-grade irritants to 
the bronchiolar tree might be responsible for the 
gradual development of this process. (Am. Rev. 


Tuberc., 68: 24, 1953.) 


Frostbite 


In A report of fifteen cases of frostbite sustained by 
Marines in the retreat from the Chosan Reservoir, 
Canty and Sharf have made certain recommenda- 
tions for treatment. Because of the adverse con- 
ditions of the hurried retreat in temperatures rang- 
ing from minus twenty degrees to minus forty 
degrees, supplies of shoes, socks, and mittens were 
often burned, lost, or stolen by the enemy. The 
average time between changes of socks was five days, 
and patients in this group, without exception, de- 
veloped larger areas of gangrene, requiring ampu- 
tation. Aside from this, the duration of the original 
exposure had little effect upon the severity of the 
frostbite. One patient with a ten-hour exposure to 
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cold required a major amputation, while another 
with a five-day exposure under identical circum- 
stances had only the relatively smaller loss of all 
the toes. 

The initial treatment had very little effect upon 
the vascular status of each limb, although cases 
initially treated by paravertebral block subsequently 
required higher levels of amputation than those not 
treated by this method. Extremities with associated 
missile wounds were always frostbitten. This ap- 
parently was due to reflex vasospasm from the 
wound contributing to the local ischemia of the 
extremity. 

The predominant history consisted of an initial 
sensation of stiffness and numbness of the involved 
extremity, associated with the finding of a whitish 
discoloration. Edema occurred rapidly and was ob- 
served shortly after the removal of the foot gear. 
Pain was moderate or sometimes severe. There was 
no apparent difference between those treated in an 
atmosphere conducive to rapid thawing and those 
subjected to prolonged local cooling. 

Initial treatment consisted of the application of 
petrolatum gauze dressings and elevation of the 
extremity. Transfusion, penicillin therapy, vaso- 
dilator drugs, and, in isolated cases, paravertebral 
blocks were carried out subsequently. Those cases 
requiring amputation were put at rest and the 
gangrenous tissue allowed to demarcate. When de- 
marcation was complete, amputation was carried 
out through normal-appearing tissues. The deter- 
mination of viability of tissue was aided by leg- 
raising tests and oscillometric examinations. Skin 
temperature studies were also of value. 

In spite of precautions, in many cases the blood 
supply to the amputation stump was found to be in- 
sufficient. This was more often true of distal than of 
proximal types of amputation. Areas of breakdown 
were then treated locally with moist bacitracin dress- 
ings, and antibiotics were administered. When the 
wound was clean, revision of the amputation site 
was carried out and another closure repeated at a 
slightly more proximal area. An average of about 
five operations was required to achieve a satisfactory 
stump. 

Arteriograms revealed that a significant filling 
defect of the distal arteriolar bed was often present 
in the unrevised frostbitten extremities, and marked 
spasm of the proximal collateral vascular beds was 
present for as long as four or five months after 
injury. Subsequent paravertebral or local procaine 
blocks produced marked vasodilatation and hy- 
perthermia of the limb. In certain instances follow- 
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ing amputation, split thickness grafts were applied, 
and sometimes these produced a strong closure 
which stood the test of full weight bearing. 

The authors recommended conservative treat- 
ment until demarcation is complete in the treatment 
of these injuries. Such treatment resulted in the 
preservation of a major portion of a hand or foot 
in 67 per cent of the cases presented. (Ann. Surg., 
138 :65, 1953.) 


Glucose Content of Spinal Fluid 


Ir 1s well known that the cerebrospinal fluid glucose 
content is abnormally low in cases of purulent men- 
ingitis, hypoglycemia, and tuberculous meningitis. 
Three causes have been offered to explain the low 
spinal fluid glucose in tuberculous meningitis: 
(1) consumption of glucose by leukocytes and bac- 
teria, (2) glycolysis due to bacterial enzymes, and 
(3) decreased permeability of the blood-cerebro- 
spinal fluid barrier. 

By studying the glucose content of the cerebro- 
spinal fluid for a two-hour period following the in- 
travenous injection of glucose, Sifontes and his asso- 
ciates showed that the permeability of the meninges 
for glucose was greatly reduced during the course 
of tuberculous meningitis. It was suggested that this 
abnormality is responsible for the low cerebrospinal 
fluid glucose. Their work also showed that intra- 
thecal streptomycin increased the permeability for 
glucose. (Am. Rev. Tuberc., 67: 732, 1953.) 


Surgery in Gastric Malignancy 


KirscHNeR and Garlock have reported the results of 
surgical treatment in gastric cancer and compared 
the survival rates of 161 patients treated by subtotal 
gastrectomy with those of twenty-four patients 
treated by total gastrectomy. The over-all operative 
mortality was 11.9 per cent. During the past four 
years, however, there has been no mortality in fifty 
cases. This improvement was attributed to more 
thorough postoperative care, preoperative prepara- 
tion, better anesthesia, the use of antibiotics, and in- 
creasing experience on the part of the surgeon. The 
presence of local extension to neighboring viscera 
and to regional nodes was regarded as of great im- 
portance in the establishment of a poor prognosis for 
late survival. 

The technique of subtotal gastric resection in- 
cluded resection of a considerable portion of the 
duodenum, the entire omentum, and the gastro- 
hepatic omentum up to the celiac axis. The spleen 


was removed when the position of the tumor made 
it necessary. Total gastrectomy was performed 
through a combined abdominothoracic incision. 

Of the eighty-eight subtotal resections, twelve 
died during the postoperative period. Of the remain- 
ing seventy-six, twenty-one (27.6 per cent) lived for 
more than five years. Of the twelve patients sub- 
jected to total gastrectomy, four died in the postop- 
erative period, and there were no long-term surviv- 
als. 

The authors concluded that the biologic behavior 
of the growth itself and the response of the host to it 
are more important in affecting long-term survival 
than increasing the scope of gastric resection. They 
recommended total gastrectomy for large primary 
lesions without lymph nodes or distant spread. Be- 
cause of these statistical results and the growing dis- 
satisfaction with the mechanical and physiologic as- 
pects of total gastrectomy, it was suggested that 
subtotal gastrectomy may be the procedure of choice 
for malignant lesions in the distal portion of the 


stomach. (Ann. Surg., 138: 1, 1953.) 


Papaverine in Cerebral Thrombosis 


In A preliminary report, Cooper and Morello have 
described a method of intracarotid papaverine in- 
jection in the treatment of cerebrovascular throm- 
bosis. Six cases were reported in whom hemiplegia 
had been present for seventy-two hours or more. A 
clinical diagnosis of cerebral thrombosis with infarc- 
tion was made independently by several examiners. 

Single and multiple intracarotid injections of 
papaverine, in doses varying from % grain to 1% 
grains, were made. In two cases, a single injection 
was used, and in two, two separate injections were 
made. In two cases, three injections were performed. 
The papaverine was injected into the common 
carotid artery. 

In four of the six cases, there was some objective 
neurologic change which could be interpreted as im- 
provement immediately following the intracarotid 
injection. In two cases this consisted in voluntary 
motion of the previously paralyzed extremities and, 
in another two, in withdrawal of the previously 
paralyzed extremities from painful stimuli. No sub- 
jective sensations were reported. The improvement 
was transient in every instance. 

The authors also reported that, in ten cases of 
cerebral arteriography with Diodrast before and after 
the intracarotid injection of one grain of papave- 
rine, six showed postinjection objective evidence of 
dilatation of the medium-sized intracranial arteries. 
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In two epileptic patients, the intracarotid injection 
of papaverine produced generalized convulsions. In 
six other patients there was a sudden marked in- 
crease in peripheral systolic and diastolic blood 
pressure. 

When the injections were carried out under local 
anesthesia, many patients complained of sudden 
severe burning of the ipsolateral side of the face and 
head, and in several instances, marked flushing and 
cutaneous vasodilatation followed the injection. 

Although this was a preliminary report, the au- 
thors stated that the transient clinical improvement 
observed in four out of six cases and the objective 
enlargement of the cerebral arteries under angiog- 
raphy indicated that further exploration of this 
technique may be fruitful. (J. Neuwrosurg., 10: 331, 
1953.) 


Tuberculosis and Histoplasmosis 


PALCHANIS made a study in the student health serv- 
ice at Ohio State University to determine the rela- 
tive incidence of tuberculosis and histoplasmosis in 
all new students entering the university. About 12 
per cent of the students from forty-seven foreign 
countries had inactive pulmonary tuberculosis at the 
time of their enrollment, compared to only 0.44 per 
cent of the students from the United States who 
were found with the same form of the disease. 
During the period of the study from September, 
1950 to January, 1952, 19 per cent of the foreign 
students with inactive tuberculosis developed activ- 
ity, while none of the students from the United 
States having inactive tuberculosis showed evidence 
of activity. In the foreign student group, 68 per cent 
were positive tuberculin reactors whereas only 16.5 
per cent of the students from the United States re- 
acted to tuberculin. Forty-seven per cent of the 8,807 
students from the United States in this study were 
histoplasmin reactors. Only two persons in the for- 
eign student group were positive reactors to histo- 


plasmin. (Dis. of Chest, 23: 552, 1953.) 


Infectious Hepatitis 


Brooks, Hsia, and Gellis studied forty-six families in 
which an initial case of infectious hepatitis was ob- 
served in a child in the family. Gamma globulin was 
given to all the immediate members of seventeen 
families while, in the remaining twenty-nine families, 
gamma globulin was not given. Infectious hepatitis 
appeared in only one person among the family con- 
tacts treated with gamma globulin. This occurred in 
a patient who became jaundiced only two days after 
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the gamma globulin had been administered. In the 
families in which gamma globulin was not adminis- 
tered, secondary cases appeared in 48 per cent. 
These cases of jaundice developed only in children. 
None of the contacts over 15 years of age became 
jaundiced. 

This study indicates that the exposure of children 
to hepatitis within family groups results in a high 
incidence of the disease. It also shows that gamma 
globulin is extremely effective in preventing the dis- 
ease. The gamma globulin must be given early—at 
least five to seven days before the onset of jaundice 
—to be effective. Although many adults are immune 
to infectious hepatitis, the authors suggest that 
gamma globulin be administered to the adult mem- 
bers of families in which a case has occurred, be- 
cause infectious hepatitis may be a dangerous dis- 
ease in adult life. This is especially true for adults 
under 30 years of age, pregnant women, or adults 
with chronic illnesses. (New England J. Med., 249: 
58, 1953.) 


Mediastinal Foreign Bodies 


In a report of thirty-two cases, Simpson has pre- 
sented evidence in favor of a more radical approach 
in the treatment of mediastinal foreign bodies. Al- 
though 60 per cent of the lesions were completely 
asymptomatic and 84 per cent had few or no symp- 
toms, operation in many instances revealed that the 
foreign bodies were in extremely hazardous posi- 
tions or had produced localized abscesses. 

Two patients originally suffering from hemo- 
thorax, secondary to foreign bodies, had been re- 
turned to duty but later developed hemopericardium 
and a localized abscess, respectively, which required 
operation. One patient not subjected to operation 
but suffering from hemothorax, eventually died as 
the result of the foreign body. On the other hand, 
there was no mortality in the operative group and 
all were returned to duty with surprisingly low 
morbidity. 

The dangers of permitting a foreign body to re- 
main in the myocardium, as shown by previous 
authors, are: (1) cardiac rupture, especially of a 
cardiac aneurysm; (2) migration of the missile into 
the cardiac cavity, with embolism; (3) injury to a 
coronary vessel. Harkin has enumerated the follow- 
ing indications for operation: (1) prevention of 
embolism: (2) reduction of the danger of bacterial 
endocarditis ; (3) prevention of recurrent pericardial 
effusions; (4) diminution in the incidence of 
myocardial damage. 
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Since foreign bodies are often visible, especially on 
overexposed films, the author recommended that a 
special series of roentgenograms be taken on all 
patients submitted to chest services. This should 
include an ordinary PA view, an overexposed Bucky 
view, and an extremely overexposed lateral view. 

Aside from the surgical indications for operation, 
the psychologic relief of patients on seeing the 
foreign body postoperatively was significant. (Ann. 
Surg., 138:51, 1953.) 


Resection of Aortic Aneurysms 


Wir improving methods of surgical technique, 
direct attacks upon aortic aneurysms are becoming 
more common. Barnes and Yeager have described a 
method for the surgical resection of such aneurysms, 
and they reported a case successfully treated. 

In a method based upon the reconstructive 
aneurysmorrhaphy of Matas, the authors, in a 60- 
year-old man, resected a large abdominal aneurysm 
which had shown evidence of recent enlargement. 
They resutured the wall of the aorta with interrupt- 
ed silk sutures reinforced by a second layer and a 
sheet of reactive polyethylene. Continuous heparini- 
zation was mairitained. The temperature rose to 103 
degrees on the day after surgery but soon returned 
to normal. The femoral, dorsalis pedis, and posterior 
tibial pulses in both legs and feet returned to 
normal, and the patient was symptom-free when 
last seen one month after the procedure. Because of 
the high mortality of abdominal aneurysms, the 
authors believe that all cases of this condition are 
deserving of an attempt at definitive therapy. 
(Surgery, 33:658, 1953.) 


Postlumbar Puncture Headache 


In a large series of patients operated on under 
spinal anesthesia, 14.3 per cent had postoperative 
headaches, but of these only 41 per cent were 
classified as postspinal headaches, according to a 
recent article by Harris and Harmel. Headaches 
caused by eye strain, sinusitis, migraine, and other 
common causes, although occurring in the post- 
operative period, were not due to the anesthetic 
agent. When a twenty-four-gauge needle was used 
for the administration of the spinal anesthetic, 8.2 
per cent developed headaches, whereas, when a 
twenty-gauge needle was employed, 19 per cent 
developed headaches—an increased incidence of 
this complication of over 50 per cent with the use 
of the larger needle. When a catheter was passed 


into the spinal canal through an eighteen-gauge 
needle, 23.8 per cent developed headache. 

The duration of operation seemed to have little 
effect on the incidence of this complication, nor did 
moderate or severe changes in blood pressure. The 
drug employed and the volume of solution injected 
into the subarachnoid space had no consistent 
effect. The number of taps per spinal puncture also 
had little bearing. The incidence of headaches was 
lower in patients receiving more than one liter of 
intravenous fluids during the operation. Vomiting 
during the operation seemed to increase the oc- 
currence of the complication. The presence of 
paresthesias, blood in the spinal fluid, and the level 
of injection into the spinal canal seemed irrelevant. 

The authors stressed that a large number of 
cases must be evaluated to confirm their findings, 
but suggested that the use of small gauge needles 
results in a marked decrease in the over-all incidence 
of this complication. (Anesthesiology, 14:390, 1953.) 


Marginal Insertion of the Cord 


Bropy and Frankel have reported a series of thirty- 
two cases of marginal insertion of the umbilical 
cord of which twenty-two (65 per cent) were as- 
sociated with the premature onset of labor. They 
believe that this high incidence of premature labor 
is too great to allow the possibility of coincidence. 

With the increasing pressure on the placental 
vascular bed at term, the amount of nutriment avail- 
able to the fetus is normally decreased. When, in 
addition, the cord is inserted marginally, its vessels 
may become so compressed as to interfere with ade- 
quate blood supply to the fetus, since the pinned- 
down peripheral portion of the placenta is more 
easily compressed than the thicker portion. Such 
fetal embarrassment may affect the balance which 
exists between the uterus, placenta, and fetus, and 
premature initiation of labor may result. In more 
severe cases, the cord sometimes becomes sufficient- 
ly compressed to stop the flow of blood through it 
completely, causing intrauterine death of the fetus. 
The vessels occasionally rupture, producing vaginal 
bleeding. 

The authors suggested that, clinically, the pos- 
sibility of marginal insertion of the cord should be 
borne in mind. The fetal heart should be observed 
constantly to detect fetal distress during labor. 
Bleeding during labor may signify rupture of the 
cord vessels with retroplacental hemorrhage, and in 
such cases, prompt delivery frequently becomes 
necessary. (Am. J. Obst. > Gynec., 65: 1305, 1953.) 
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Benign Stenosing Esophagitis 


ALTHOUGH no one etiologic factor can explain all 
cases of esophagitis and stenosis, infection, intra- 
luminal or extraluminal, has been regarded as its 
most common cause. Mason and Ausband, differing 
from this view, suggested that the majority of cases 
can better be explained by irritation of the esoph- 
ageal mucosa produced by the regurgitation of 
gastric juice into the esophagus. Such regurgitation 
can occur from repeated vomiting or simply by re- 
flux of gastric juice into the esophagus. The latter 
has been observed in a number of patients suffering 
from gastrointestinal disturbances, such as gall- 
bladder disease or peptic ulcer. Experimentally, 
gastric juice, when brought into contact with the 
esophageal mucosa, has a very prompt and de- 
vastating effect. The recurrent exposure of the 
esophagus to gastric acid, therefore, may well pro- 
duce an inflammatory response progressing to ulcer- 
ation and scarring with narrowing of the lumen. 

The diagnosis of esophagitis is made by a history 
of dysphagia, roentgen examination with barium, 
and esophagoscopy. Frequently, esophagoscopy 
with biopsy is necessary to rule out carcinoma. 

The authors reported two cases with stricture 
treated by esophageal dilatation which, on explor- 
atory thoracotomy proved to be carcinoma of the 
esophagus. They reported another case in which ex- 
tensive esophagitis followed the use of an intra- 
gastric nasal tube following cholecystectomy. On 
removing the tube after three days, the patient com- 
plained of substernal pain. Two months later she 
had difficulty in swallowing solid foods. X-ray 
examination and esophagoscopy revealed a long 
area of constriction. After nutrition had been main- 
tained by a gastrostomy opening for a period of six 
weeks, dilatation of the stricture was begun. The 
dilatation was finally completed and she is now 
symptom-free. The authors stressed the importance 
of establishing the correct diagnosis in these cases 
by biopsy through a thoracotomy incision if neces- 
sary. (Surgery, 32:10, 1953.) 


ALTHOUGH radiation therapy in the region of the 
eye has been known to produce radiation cataracts, 
Jones and Reese recently described areas of focal 
scleral necrosis as late sequelae of such therapy. 
They presented three cases in which carcinoma of 
the limbus of the eye was treated by irradiation. 
The dosage did not seem important. 
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In periods varying from four to eighteen years 
after gamma radiation or six weeks after beta radia- 
tion, a small, white, punched-out area of necrosis 
appeared in the sclera and extended down to the 
uveal tract. In one case, since no vision remained in 
the eye, an enucleation was carried out. In one, the 
area of necrosis was covered by conjunctiva suc- 
cessfully. In the third, after covering the area with 
conjunctiva, recurrence of the carcinoma appeared, 
and exenteration of the orbit was performed. The 
authors felt that the possibility of focal scleral 
necrosis should be considered whenever radiation 
to the sclera or limbus of the eye is contemplated. 
(Arch. Otolaryng., 49:633, 1953.) 


Anesthetic Safeguards 


In A nation-wide survey of anesthetic safeguards, 
Schweizer and Wood have summarized the dangers 
and methods of prevention of operating room ex- 
plosions. Even though flooring composed of terrazzo 
or tile has metal strips incorporated in it, the re- 
sistance of such flooring is excessively high and 
variable, and fatal explosions have been reported 
from its use. Flooring of conductive rubber, or 
cement with copper screening in its upper surface 
is preferable. In such flooring, drag chains must be 
of bronze rather than iron or steel. The intercoup- 
ling of the patient, anesthetist, gas machine, and 
operating table is effective, particularly in climates 
with low humidity, but this factor alone does not 
guarantee complete safety. 

Fifty-eight cases of explosions in suction and 
vaporizing machines were reported. These are due 
to five possible sources of electric sparks: (1) the 
make and break of the electric circuit in an ordinary 
open switch; (2) the revolving armature of the 
motor; (3) the electric current induced in a metal 
cabinet by operation of the motor; (4) the make and 
break of contact of a plug with its wall socket; 
(5) static electricity caused by friction of the ap- 
paratus with external objects. Flexible delivery 
tubes should be removed from the machine when 
not in use. Dangerous types of clothing for oper- 
ating personnel include cotton or canvas boots, rub- 
ber-soled shoes, and nonconductive pillows and 
pads. 

When the cautery is used in critical areas, such as 
the head, neck, and respiratory passages, a non- 
combustible anesthetic, such as nitrous oxide, 
chloroform, intravenous anesthesia, or rectal basal 
anesthesia should be employed. If a combustible 
anesthestic must be used, meticulously closed ad- 
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ministration should be used ten minutes before 
the cautery is employed. No part of the cau- 
tery, wires, switch, or rheostat should be near the 
anesthetic appartus and, if the cautery is used in 
hollow viscus in the abdomen, the viscus should be 
emptied of its gaseous contents first. 

In general, explosions will be prevented by post- 
ing and enforcing regulations relative to anesthetic 
gases, by frequent inspections of mechanical appa- 
ratus, by posting of “no smoking” signs, and by 
regulations concerning the use of cautery and 
electrical equipment, clothing of personnel, and the 
posting of specific danger areas where inflammable 
or explosive mixtures may be present. (Am. J. Surg., 
86:14. 1953.) 


Wound Strength in Pregnancy 


Tue effect of pregnancy upon the healing of 
laparotomy wounds in rats was studied by Localio 
and Chassin. A marked diminution in their tensile 
strength was found during the latter part of gesta- 
tion. The peritoneal cavity was inflated with air un- 
der pressure on the third, fourth, fifth, and sixth 
postoperative days. The resistance of the wound to 
bursting was measured in millimeters of mercury. A 
statistically significant weakening of the wounds in 
pregnant animals, as compared with normal controls, 
was recorded. 

In view of the outpouring of adrenocortical 
hormones during pregnancy, the authors postulated 
that increased cortisone production, plus the com- 
plex combination of endocrine secretions in preg- 
nancy, may be a factor. 

Another consideration is the unusual stress placed 
upon abdominal wounds in pregnancy due to the 
presence of the greatly enlarged uterus. (Surgery, 
32:39, 1953.) 


Vertigo Due to Cervical Spine Disease 


Davis reported that vertigo may result from cervical 
nerve root irritation due to hypertrophic arthritis or 
to traumatic or postural strain of the cervical spine. 
The vertigo was noted especially on first arising in 
the morning or after the head and neck had been 
kept in the same position for a long time. Usually 
the episodes were brief. Commonly there were other 
manifestations of trouble with the cervicodorsal 
spine (suboccipital headache, shoulder girdle and 
chest pain, limitation of head rotation, spasm and 
tenderness of the posterior cervical muscles, tender- 
ness over the spine, and x-ray signs of spine dis- 


ease). There was no evidence of other causes of ver- 
tigo, and the symptom cleared up with physical 
treatment of the cervical spine (traction, exercises). 


(Ann. Int. Med., 38: 778, 1953.) 


Chemotherapy in Renal Tuberculosis 


In a study of 450 cases of genitourinary tubercu- 
losis, Latimer and his co-workers have reported 
definite improvement from the use of chemotherapy 
alone. Streptomycin, 1 Gm. every third day, plus 
PAS, 12 Gm. daily, were employed and appeared to 
be superior to the use of streptomycin alone. 

Treatment with these drugs provided definite 
symptomatic improvement. Of the 50 per cent of 
patients who had dysuria or frequency, the majority 
registered marked relief. Those with bladder ulcers 
were relieved of severe pain, and many who had pre- 
viously been economic cripples were enabled to 
return to work. Roentgenologic evidence of im- 
provement was more difficult to demonstrate. When 
lesions were advanced enough to appear in pyelo- 
grams, it was difficult to heal them completely or to 
clear the urine of tubercle bacilli. Because of the 
development of strictures of the ureters while pa- 
tients were on treatment, excretory urograms were 
recommended every four months. Many had mas- 
sive renal lesions. 

It was unfortunately rare for urologists to see 
minimal lesions. However, 80 per cent of patients 
with small renal lesions were converted to negative 
urine which remained free of tubercle bacilli for five 
years or more. The survival rate was definitely im- 
proved by chemotherapy. Only two of a group of 
278 patients died of uremia. 

Some patients were treated with isoniazid (iso- 
nicotinic acid hydrazid). Although it was effective 
in bringing about gradual improvement in the cysto- 
scopic appearance of lesions of tuberculous cystitis, 
and was sometimes effective in making the urine 
culture sterile for tubercle bacilli, it had several dis- 
advantages. Many patients had infections that were 
resistant to the drug or became so rapidly. In 
uremic patients, the drug may accumulate in the 
blood, and with high blood concentrations iso- 
niazid may become convulsant. When controlled by 
careful blood levels, however, this method of treat- 
ment may be very effective in advanced lesions. The 
authors concluded after five years of follow-up of 
these patients by bacteriologic, symptomatic, x-ray 
evidence, and survival information, that modern 
chemotherapy can at least modify the lethal course 
of renal tuberculosis. (J. Urol., 69:745, 1953.) 
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Diagnosis of Diabetes Mellitus 


Q. What diagnosis other than diabetes mellitus is possible, when 
the blood sugar is well above normal at one to two hours after 
test meal and urine may or may not be positive for sugar at the 
same time? What symptoms could be apparent? 


A. Hyperglycemia may be divided under two 
categories, physiologic and pathologic. Physiologic 
hyperglycemia may result from (a) the ingestion of 
large quantities of glucose, and (b) the rapid mo- 
bilization of glucose from the liver as the result of 
emergency mechanisms acting through the sympa- 
thetic nervous system. The pathologic causes in- 
clude (a) a deficiency of insulin, (b) increased rate 
of formation of glucose as the result of accelerated 
gluconeogenesis, (c) disorders of the liver which 
accelerate glycogenolysis, and (d) injury to the cen- 
tral nervous system, particularly in the region of the 
hypothalamus, where there appear to be centers 
controlling sugar metabolism. It is my opinion that 
the diagnosis in this case is diabetes mellitus in its 
incipient stage. 


Vectorcardiography 
Q. What is vectorcardiography? Would you explain briefly its 
principle, technique, and practical application. What instrument 
is used? 

A. Vectorcardiography is the interpretation of 
electrocardiograms on the basis of the recorded 
electrical vectors, in contrast to the prevalent meth- 
od of interpretation on the basis of more or less 
empirical patterns. 

The term “vector” refers to the magnitude and 
direction of electrical force involved in the heart 
action. For each phase of the heart cycle, e.g., ven- 
tricular depolarization (QRS complex) and ventri- 
cular repolarization (T wave), a so-called mean vec- 
tor can be determined from the limb leads (it cor- 
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responds closely to the axis of the lead having the 
largest deflection) and can be indicated by a line 
drawn outward from the theoretical point of zero 
potential of the heart. Vectors so obtained have 
little clinical value as they are only projections of 
the mean spatial vector on the frontal plane of the 
body. 

Of considerable value, especially in ambiguous 
records, is interpretation based on the mean spatial 
vectors. Since the QRS complex (depolarization) 
and the T wave (repolarization) are caused and 
modified by different factors, an abnormal angle 
between their spatial vectors is generally a more 
reliable sign of myocardial derangement than is an 
empirical pattern. Actually, it is the abnormality of 
the angle between the spatial vectors which pro- 
duces the various patterns of disease which we have 
learned to recognize empirically. Obviously there- 
fore, vectorcardiography is a more fundamental and 
logical approach to electrocardiographic interpre- 
tation than the methods previously used. The mean 
spatial vector is determined by tilting a frontal 
plane vector forward or backward so that it becomes 
perpendicular to a plane which extends through the 
electrical zero point of the heart and also the transi- 
tional zone of the chest leads. 

Conventional electrocardiography gives records of 
a series of cardiac vectors in only one dimension. 
If two limb leads are recorded simultaneously by 
means of a cathode ray oscillograph, an irregular 
loop is produced which is a bidimensional repre- 
sentation of the QRS complex in the frontal plane. 
The T wave produces another loop (and so also 
does auricular systole). Each of these groups repre- 
sents the succession of instantaneous vectors which 
make up the individual complex. If chest leads are 
utilized, loops representing the instantaneous vec- 
tors in these planes are obtained. From records 
representing the anteroposterior and lateral planes, 
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tridimensional loops can be calculated. Incidentally, 
it is also possible to determine the instantaneous 
vectors and to construct their bidimensional loop 
from analysis of the conventional electrocardio- 
gram but the procedure is extremely laborious. Al- 
ternatively, the configuration of any conventional 
lead can be calculated from 
record, 

Many types of cathode ray oscillograph suitable 
for visualizing the vectorcardiogram are available 
commercially but none has been marketed for pur- 
poses of clinical recording. The technique com- 
monly used by investigators is simply to photograph 
the record on the fluorescent tube by means of any 
suitable camera. 

The clinical value of bidimensional recording of 
the instantaneous vectors of the heart is still con- 
troversial. At the present time, this procedure is of 
great theoretical interest but seldom appears to add 
much practical information to what can be obtained 
by the conventional technique. As one authority on 
the subject expressed it at a recent symposium on 
vectorcardiography, “A blonde is still the same 
blonde irrespective of the position from which one 
looks at her.” 


the bidimensional 


Treatment of Angina Pectoris 


Q. What is the best drug for angina pectoris when nitroglycerin 
fails to stop the pain? 


A. There is nothing better than nitroglycerin for 
the anginal attack, but a series of several tablets 
under the tongue may be necessary for the more 
severe ones. If these do not relieve, one might sus- 
pect that the pain is not due to coronary artery dis- 
ease, or that the attacks are probably more than 
ordinary angina pectoris and are called coronary 
insufficiency by many. Patients with “coronary in- 
sufficiency” should rest and be carefully watched 
for manifestations of myocardial infarction. Demerol 
is probably as good a pain killer as any for attacks 
not relieved by nitroglycerin. 


Allergic Reactions to Liver Extract 


Q. A woman, 36, with pernicious anemia the past two years, now 
develops severe allergic reactions to intramuscular injections of 
purified liver or vitamin Bj2. What therapy is advisable? 


A, Allergic reactions to the intramuscular injec- 
tion of purified liver extract are not extremely un- 
common. It is quite unusual, however, to encounter 
an allergic reaction to vitamin By2. One way in which 
this could be managed would be to desensitize the 


patient by giving an extremely small dose first and 
following this at fifteen-minute intervals with in- 
creasing amounts, these being double the dose given 
just preceding. By such a procedure, one could give 
the patient an amount of vitamin Byy which would 
be sufficient to maintain her for two or three months. 
In general, a dose of 2 micrograms per day is very 
adequate for the maintenance of pernicious anemia. 
Thus, a total of 120 micrograms should be sufficient 
for two months, or 180 micrograms for three months. 

If this procedure does not work, the only alterna- 
tive would seem to be the oral administration of 
vitamin By2. using the new preparations in which 
vitamin Bj» is mixed with intrinsic factor. This, how- 
ever, is an unsatisfactory way for the treatment of 
pernicious anemia since it requires the daily con- 
sumption of the therapeutic agent. 


Trichomonas Prostatitis 


Q. What treatment is advisable for Trichomonas vaginalis infection 
of the prostate? 


A. Varying views are held about Trichomonas in- 
fection of the prostate, some holding that it is a 
self-limited disease which will disappear spontan- 
eously and others feeling that it is exceedingly re- 
sistant to treatment of all kinds. The most optimistic 
report that I have seen is that of McVay, Evans, and 
Sprunt in the Southern Medical Journal (44:1123, 
1951). These authors gave 3 Gm. of aureomycin a 
day for three days and then 2 Gm. a day for four 
days, and reported that ten of their eleven patients 
were cured. 


Pyelonephritis During Pregnancy 


Q. Is there any way to determine the etiology of pyelitis in a 
pregnant woman who suffers from upper respiratory infection? Is it 
due to the pregnancy primarily or to the upper respiratory infection? 


A. Since pathogenic bacteria almost never invade 
the pelvis of the kidney without producing inster- 
stitial inflammatory reaction, it is conceptually mis- 
leading to continue use of the old term “pyelitis.” 
Isolated infection of the bladder (cystitis) is com- 
mon. However, a coexistent cystitis occurs in one- 
third to one-half of all cases of pyelonephritis and 
may symptomatically dominate the clinical picture. 
Albuminuria is not necessary to diagnose pyelone- 
phritis. Reliable urine cultures (females only should 
be catheterized), microscopic examination of fresh 
specimens, quantitative sediments (Addis count), 
gram stains, and “motility” cell stains are the most 
useful laboratory aids. 
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Bacteria in the kidney may be blood borne, lymph 
borne, or ascending in the case of motile organisms. 
It is difficult to prove that a given case of pyeloneph- 
ritis was blood borne from a respiratory infection. 
Many respiratory infections are, of course, viral in 
origin. One must be wary of diagnosing blood-borne 
infection merely because a common nasopharyngeal 
bacterium is found in both throat and urine. The 
coincidence may be with the respiratory system of 
the nurse or bacteriologist rather than within the 
patient. The most commonly encountered organism 
which is not a pharyngeal contaminant is E.. coli 
which is usally urine or lymph borne. In pregnancy 
the physiologic changes of venous congestion, 
lymphatic and ureteral obstruction, and dilatation 
of ureters are more favorable for the ascending and 
lymphatic routes of infection. 

Whatever the pathogenesis, such infections 
should be given prompt, specific, and prolonged 
treatment. It is so often in the recurrent infections 
of pregnancy that smouldering chronic pyeloneph- 
ritis does its stealthy spadework for the tragic har- 
vest of hypertension and uremia in mid-life. 


Effect of Large Doses of B,. 


Q. What danger is there of bone marrow exhaustion from enor- 
mous doses of vitamin Bj2 when it is given for conditions other than 
pernicious anemia? The patient's blood picture is normal. 


A. It is doubtful that there is the slightest danger 
whatever of “bone marrow exhaustion” from enor- 
mous doses of vitamin By2 when it is given for con- 
ditions other than pernicious anemia. Such enor- 
mous doses are promptly excreted in the urine and 
are a drain on the pocketbook rather than on the 
bone marrow which they probably do not influence 
at all. 


Prevention of Bacterial Endocarditis 


Q. | have a 35-year-old patient with mitral stenosis of rheumatic 
origin who developed subacute bacterial endocarditis five years 
ago following a tooth extraction. The past two years she has been 
taking 200,000 units of buffered penicillin orally each day. At 
present several teeth require extraction. What is the best pro- 
cedure? 


A. Since it has been definitely established that 
the prophylactic administration of penicillin will 
decrease the number of bacteria which enter the 
blood stream after extraction of teeth, it is advisable 
to give substantial doses before each tooth extrac- 
tion. While the optimal dose has not been estab- 
lished, a dose of 600,000 units of procaine penicillin 
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intramuscularly once a day beginning the day before 
the extraction and continuing through the day after 
the extraction should be adequate. The oral dose of 
penicillin which the patient has been taking would 
decrease the growth of beta hemolytic streptococci 
and thus lessen the chance of a recurrence of rheu- 
matic fever but would not be likely to affect the 
viridans streptococci such as are usually responsible 
for bacterial endocarditis. 


Antibiotics for Respiratory Infections 


Q. We are taught to perform bacteriologic studies before treat- 
ment with antibiotics. Are there methods of determining which anti- 
biotic to use without resorting to bacteriologic study in each case? 
This relates particularly to the upper respiratory tract. 


A. Antibiotics exert their effects against micro- 
drganisms, hence, the effectiveness of an antibiotic 
that is selected for a given patient on clinical 
grounds alone must depend on two major factors: 
(1) the accuracy with which the physician can diag- 
nose the microbial agent which is causing that pa- 
tient’s infection; and (2) the choice of the best anti- 
biotic or other drug against that microbial agent. 
Thus, a diagnosis of typical scarlet fever is almost 
certain to mean that the infection is due to a group 
A hemolytic streptococcus, and the treatment of 
choice would be penicillin, or if the patient is hy- 
persensitive to that agent, either aureomycin, terra- 
mycin, or erythromycin. 

If one is dealing with an exudative pharyngitis 
without a rash, the streptococcus is the most com- 
mon bacterial cause but there may be other causes 
which are not amenable to chemotherapy (e.g., in- 
fectious mononucleosis). A clinical diagnosis of 
diphtheria is an indication for antitoxin first and 
only secondarily for penicillin (or aureomycin, ter- 
ramycin) in an attempt to eliminate the organisms 
and reduce the hazard of the spread of the infec- 
tion. A diagnosis of “influenza” or of “common 
cold” does not call for any antibiotic since these 
diseases are not benefited by any of antimicrobial 
agents now available. 


Cortisone for Cirrhosis of Liver 


Q. | should like information on the use of cortisone in cirrhosis of 
the liver. 


A. Cortisone or adrenocorticotrophic hormone 
is of little value in the treatment of cirrhosis of the 
liver. It has been found that in uncomplicated 
cirrhosis it has little effect on the disease. Actually, 
it is contraindicated when ascites is present, since 
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with the administration of cortisone the tendency to 
sodium retention with fluid accumulation present 
in cirrhosis is accentuated. The presence of esopha- 
geal varices is also a contraindication, since these 
hormones increase blood volume and might accen- 
tuate the possibility of rupture or erosion of such 
varices. 

Thrombosis of the portal vein has also been 
reported as a side effect of cortisone in cirrhosis. 
Anorexia might be overcome by administration of 
cortisone because of its general nonspecific effects. 
It has been reported as useful in severe infectious 
hepatitis but its use in hepatic insufficiency and 
coma of hepatic cirrhosis have not been exception- 
ally efficacious. All in all, it has not proved at all 
helpful in the long-term management of cirrhosis of 
the liver, although studies of this aspect are not 
complete as yet. 


Intestinal Gases 


Q. Please explain the physiologic mechanism of absorption and 
secretion of air in the intestinal tract. 


A. Air, or gas, in the intestinal tract is derived 
from three sources: (1) 70 per cent from swallowed 
air, (2) 20 per cent from diffusion from the blood, 
and (3) 10 per cent from the decomposition of 
food. Colonic gas contains nitrogen (70 per cent), 
oxygen (10 per cent), carbon dioxide (6 to 9 per 
cent), hydrogen sulfide (1 to 10 per cent), and 
other volatile gases. In the small bowel most of the 
gas is rapidly absorbed by the intestinal mucosa, 
while in the large bowel the largest component, 
nitrogen, is passed on to the rectum and expelled. 
Other gases in the large bowel are taken up by the 
blood and excreted through the lungs. The rate of 
absorption depends on various factors: (1) the 
diffusion constant, (2) the tendency of the gas to 
combine with hemoglobin or to dissolve in the plas- 
ma, and (3) the relative partial pressures of the gas 
in the intestine, tissues, blood, and the outer air. 
Carbon dioxide is absorbed faster than hydrogen; 
nitrogen is absorbed very slowly. 


Handling a Recalcitrant Child 


Q. A mother brought in her 11-year-old son with her diagnosis of 
poison ivy of the genitals. He refused to remove his clothes either 
with or without his mother’s presence. Prolonged sympathetic dis- 
cussion was of no avail. His mother wanted to use force. What 
should be done? 


A. Force is undesirable with an 11-year-old boy 
and should only be used where the safety of the 
child is seriously threatened. The fact that the boy 
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came to the office indicates some degree of ap- 
proachability regardless of the motivation. Treat- 
ment is dependent on a diagnosis established by at 
least a look. 

An attempt should always be made at gaining the 
co-operation of the patient. The general approach to 
older children should be to pay attention to them in 
the initial consultation, to ask them the questions, 
not to allow the parents to over-ride the child either 
by word or by manner. On recognizing that there is 
a state of conflict between the wish of the parent 
and the wish of the child, the child is best seen 
alone. 

I place this problem in two major categories. One 
where the child has been trained that any exposure 
or handling of the genitalia is a sinful or nasty busi- 
ness. This usually has occurred at a very early age 
in the child’s development. In the second category, 
the child has developed hostility and resentment 
toward the parent for the restrictive treatment that 
he has endured, so that he takes every opportunity 
of creating embarrassment and opposition in the 
presence of strangers or even with other members 
of the family. 

If the primary problem is in the first category, 
I attempt to have the child lie on the table, remove 
only the outer clothing, carrying on friendly con- 
versation constantly. At this point he may accept a 
towel to use over the front, or if necessary, put him 
face down on the table and advise him definitely 
that you will not expose the genital area. If you can 
obtain a good view of the buttock and perineal area 
from behind, that may be sufficient to secure enough 
information either to make a diagnosis or to create 
enough confidence so that the child will turn over. 

In the second category, the responsible agent in 
the development of such an attitude is the parent. 
The maintenance of this attitude is dependent upon 
the parent’s presence, so the parent should leave 
the room. 

Sympathetic attention to the child and to all of 
his complaints, making no initial attempt to undress 
him, may produce results. Other areas of the body 
may be viewed first. The child should definitely take 
precedence over the parent in the attention that 
the doctor gives to this problem. Occasionally, the 
doctor can leave the room to do some other proce- 
dure and so tell the child. Leave the medical office 
assistant or nurse to chat with the child about other 
problems, such as his boy friends, even supply him 
with a comic book. Then on the doctor’s return, 
there may be an increasing calmness which pro- 
motes better co-operation. 
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Is “Socialized Medicine” Inevitable? 
BY HUGH H. HUSSEY, M.D. 


HERE is a question that deserves to be considered 
by the delegates to the American Medical Associa- 
tion at their meeting next month in St. Louis—and 
at all their subsequent meetings for some time to 
come. Perhaps some definitions are necessary, be- 
cause “socialism” and “socialized medicine” mean 
different things to different people. 

The principles upon which the United States 
was founded are well known. Those principles sup- 
port the personal freedom of every citizen, and 
imply a corresponding personal responsibility. In 
effect they assume that each citizen shall have at- 
tained such maturity that he can live harmoniously 
with his fellow citizens. 

Our method of living has been stamped with 
many catchwords—private-enterprise system, free- 
enterprise system, democracy, and others. None of 
these catchwords symbolizes the essential spirit that 
motivated the writers of the Declaration of Inde- 
pendence and the Constitution. Those men believed 
that our nation could be strong by virtue of good 
interpersonal relationships. Their studies of man- 
kind had convinced them that if men lived together 
in perfect harmony, there would be no need for any 
“government” as a restricting agency. Still, because 
they must deal with other nations and because they 
foresaw something less than perfect harmony in the 
interpersonal relationships of their fellow Amer- 
icans, they made provisions for certain buffers and 
barriers that would prevent serious disharmonies. 
These buffers and barriers are our “government.” 
Thus they believed that our national life should 
consist mainly of this: 
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And that it should have only a little of this: ~<a 
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To most people in this country who think about 
it all, “socialism” means that the interpersonal re- 
lationships shown in the first diagram are replaced 
by a lot of the kind of relationships shown in the 
second diagram. 

Still, some of our people are convinced that 
“socialization” of medicine would be a good thing. 


Nursing an iron lung patient in a London Hospital. Of the 3,040 
voluntary and municipal hospitals in England and Wales, 
2,835 were transferred to the Minister of Health when the pres- 
ent National Health Service began operation on July 5, 1948. 


British Information Services 


hap | 


i 
RE | | | | 
| 
+ + + t t + 
| 
| 
| 
on 


British Information Services 


Inoculating a child at the diphtheria immunization depart- 
ment of the Finsbury, England, Health Centre, where a 
population of 35,000 in one of London's most crowded in- 
dustrial areas is served by the National Health Service. 


They believe that the interpersonal method has 
° fostered inequities like this: 
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Or sometimes like this: 
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They are sure that these inequities could be correct- 
ed by “socialization,” and deny there would be any 
difficulties, because they propose a plan like this: 


Government 


x \ 


Physicians —— Services —> Patients 


Under this plan, “government” is strictly a 
collecting-disbursing agency for fees. Services of 
physicians to patients are unchanged. 


Opponents of national compulsory health insur- 
ance protest that “government” could never be 
just a money-handler—that it would have to fulfill 
its essential destiny as a buffer and a barrier, like 
this: 
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Since the latter 1700’s, “government” has grown 
and grown. The buffers and barriers are so numerous 
that careers are devoted to keeping track of them. 
Their number is a measure of two things—on one 
hand, the extent of our disharmonies; on the other 
hand, the distance we’ve traveled toward “‘social- 
ism.” In medicine, as in all other spheres of living, 
the disharmonies have been extensive, the distance 
traveled is considerable. 


Dr. Elmer Henderson died during the past sum- 
mer. When the A.M.A. delegates meet next month, 
they will undoubtedly pay high tribute to their 
former leader in campaigns against ‘“‘socialized 
medicine.” They could pay no greater tribute than 
by giving thought to these questions: 


1. Each year the population of the United States 
grows, and each year mechanical scientific achieve- 
ments grow in number and complexity. Can these 
growths continue without causing an increase in 
the number and variety of interpersonal dishar- 
monies ? 


2. Is it better to prevent interpersonal dishar- 
monies by increasing the number of buffers and 
barriers (“government”) to interpersonal relation- 
ships, or to prevent them by encouraging maturity 
of mind and spirit? 


3. When the number of buffers and barriers is 
large enough, do they then beget new disharmonies 
and thereby create a need for more buffers and 
barriers? If so, how many buffers and barriers must 
there be in order to make “socialism” inevitable? 


4. To what extent do we now have “socialized 
medicine” ? 


5. Is “socialized medicine” inevitable ? 
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Seen by Insurance Companies 
BY BENJAMIN B. KENDRICK 


Docrors and others in health work no doubt often 
view the practices of companies issuing health in- 
surance as strange, to say the least. Yet to a large 
extent these practices stem from the very funda- 
mentals of health insurance, as seen by the com- 
panies. It may consequently be helpful to sketch the 
insurance-company viewpoint on some fundamental 
aspects of the subject. 

While insurance companies are keenly aware of 
the unique problems of insuring against health 
hazards, they nonetheless think of health insurance 
as basically a branch of insurance in general. In the 
health field, as in other fields, the central idea of 
insurance is to achieve a pooling of relatively small, 
regular premiums paid by or for a large number of 
persons subject to a serious hazard, with the funds 
thus assembled being used to provide economic 
recompense for the relatively small number of 
persons who are stricken. 

The concept of pooling, and of the insurance 
pool, is figurative. Legally, the insurance contract 
is strictly between the policyholder and the com- 
pany—other policyholders not being parties to it. 
But from a broad, long-run viewpoint, aggregate 
premiums must be adequate to support all the bene- 
fits offered, while competition among insurers op- 
erates to keep premiums at a minimum consistent 
with sound practices. In long-run terms, decreasing 
benefit claims mean lower premiums, while higher 
claim rates mean higher premium rates. 

Thus, figuratively speaking, the broad function 
of any insuring organization is to establish and 
manage a pool among its policyholders. And health 
insurance, then, regardless of the type of policy, is 
essentially a means by which people can join 
together to meet financial costs or losses of sickness 
and accident. 


Objective of Health Insurance 


Sometimes confusion develops about the objec- 
tive or purpose of health insurance. As doctors 
know, people sometimes get the notion that health 
insurance is intended to do the job the health pro- 
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Some Fundamental Aspects of Health Insurance as 
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of the Life Insurance Association in 1950, Mr. Kendrick 
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Earlier, he served as associate editor of American Eco- 
nomic Security, a publication of the United States Cham- 
ber of Commerce, dealing with social insurance. He has 
authored numerous articles on health insurance, social 
security, and related subjects. — PUBLISHER 


fessions do. They come to think of health insurance, 
not as a means of meeting the costs of sickness, but 
rather as something to make or keep them in a 
healthy condition. 

This confusion is probably natural. If people are 
adequately insured against the costs of illness, there 
will be no financial worries to keep them from ob- 
taining the medical care they may need. And prompt 
medical attention, when needed, can of course do 
much to maintain or restore good health. But it is the 
medical care that does so; health insurance itself 
does not operate directly to produce good health. 

What then is the true objective of health insur- 
ance? From the insurance-company viewpoint, this 
question can be answered concisely: The basic ob- 
jective of health insurance is to provide timely benefits 
in sufficient amount to prevent the cost of ill health or 
accident from spelling financial hardship to indwidu- 
als and families who might otherwise suffer such 
hardship. To the extent this objective is achieved, 
the nation will have solved its problem of how to 
meet the costs of medical care. Sickness and acci- 
dent, as economic hazards, will be conquered. 
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Health insurance is essentially a means for 
people to join together to meet financial 
costs or losses of sickness and accident. 


Value of Health Insurance to the Insured Person 


Health insurance helps to solve the social prob- 
lem of making sure everyone has access to good 
medical care. For the employer establishing a group 
plan, health insurance has value as a contribution 
toward employee morale. But apart from these 
values, participation in a well-conceived plan of 
health insurance is of direct advantage to the in- 
sured individual himself. 

The participant in the pooling arrangements that 
health insurance develops pays premiums that are 
small compared with the benefits offered. The 
premiums become a definite item in his budget. 
They are payable with relatively little sacrifice at 
times they can most readily be spared. Moreover, in 
the case of group health insurance, the employer 
usually pays at least a part of the premiums, reduc- 
ing the burden on the individual still further. 

If sickness or accident does not strike, the cost 
to the participant is minor—and may be offset en- 
tirely by the sense of security and peace of mind he 
gains. If he is stricken, however, the benefits may 
far exceed the premium payments, and they will 
come at a time when the need for them is great. 

The costs of serious illness can be devastating to 
the individual, or to a single family, but for the 
community as a whole they are not difficult to bear. 


Health insurance is like a catalyst changing heavy 
bills for the few into easily bearable premiums for 
the many. 


Scope of Health Insurance 


In insurance parlance the term “health insur- 
ance” is ordinarily used in a rather narrow sense. 
It is not applied to every type of policy providing 
benefits that aid people to meet the costs of ill 
health and accident. 

As commonly used, “health insurance” means 
those contracts which provide benefits to: 

1. Income-producers on account of losses of 
productive time due to sickness or accident; and 

2. Income-producers—and optionally to de- 
pendent family members as well—on account of the 
costs of hospitalization, surgery, or general medical 
care necessitated by sickness or accident. 

There are a few exceptions to this definition. For 
one thing, “health insurance” contracts may in- 
clude maternity benefits, which are not ordinarily 
connected with sickness. On the other hand, the 
term should not be used, strictly speaking, to in- 
clude policies providing benefits only in event of 
accident. 


Health Benefits Beyond Health Insurance Scope 


In addition to health insurance, at least five other 
types of insurance make significant contributions 
toward meeting the costs of ill health and accident: 

1. Workmen’s compensation insurance. Under 
workmen’s compensation insurance most American 
wage earners have protection against the custs of 
medical care and against loss of wages, occasioned 
by occupational accident or disease. 

2. Personal accident insurance. Many individuals 
have purchased contracts providing benefits for loss 
of time, accidental death, loss of limbs or sight, or 
providing payments against the costs of medical 
care, resulting from accidental injury. 

3. Group accidental death and dismemberment in- 
surance. Many employers have purchased accidental 
death and dismemberment insurance as a part of 
their group insurance programs. Under this in- 
surance form, lump-sum benefits are paid the em- 
ployees in event of loss of life, limb, or sight by 
accidental means. 

4. Liability insurance. There are many types of 
liability insurance, including automobile and resi- 
dence liability policies. The injured person may 
have all his medical expenses paid and may receive 
additional benefits in recompense for his loss of 
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time. These policies often include medical expense 
benefits payable to individuals injured in the in- 
sured person’s car or home without regard to the 
insured person’s liability for the accident. 

5. Life insurance. An important purpose served 
by life insurance is to meet the expenses of the in- 
sured person’s last sickness. Also, many life insur- 
ance policies provide monthly cash benefits if the 
policyholder becomes permanently and totally dis- 
abled. 

It is important to realize that health insurance is 
supplemented by these interlocking insurance types. 
In conjunction, they afford a comprehensive pattern 
of protection against the many separate hazards to 
which human health is subject. 


Individual Policies and Group Insurance 


Insurance companies offer two types of health 
insurance: 

1. Individual policies, sold directly to the person 
or family to be insured; and 

2. Group insurance, sold primarily to employers 
to protect their employees as a group, and often to 
protect the employees’ families as well. 

Group insurance, viewed broadly, is a wholesale, 
low-cost method of furnishing protection to the 
employed masses. The low-cost group method is 
used, incidentally, not only by insurance com- 
panies but also by Blue Cross, Blue Shield, and 
most other health-insuring organizations. Indeed, 
most of these organizations rely primarily on group- 
underwriting techniques. 

However, some people are not connected with an 
insurable group and hence are beyond the reach 
of the group method. Moreover, the group insur- 
ance of some families does not cover both income- 
loss and the full range of hospital and medical costs. 

Thus, it appears there will be a continuing need 
for the individual and family policies of insurance 
companies, which furnish protection on a “retail” 
basis, so to speak. Individual and family policies 
will be needed both to provide protection for those 
not having group insurance and to provide supple- 
mentary benefits for those whose needs are not fully 
met through the group approach. 


Subjective Aspects of Iliness 


Among the unique difficulties encountered in the 
development of successful insurance pools in the 
health field is the human or subjective side of illness. 
As medical men well know, human health is a very 
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complicated matter. There are those who clearly 
are well, and those who unquestionably are sick, 
but there remain many who are not definitely either 
the one or the other. In some cases there may be a 
clear diagnosis, but in other cases a doubtful one 
at best. 

Again, most doctors consider the rendering of 
medical treatment to be more of an art or skill than 
a rigid science. They recognize agreement cannot 
always be expected on answers to such questions as: 
Does the patient need to go to a hospital? Is a 
private nurse needed? Is an operation called for? 
May the patient now return to work? 

The patient’s appraisal of his own condition is 
subject, of course, to much wider variation than is 
medical opinion. Among several persons having the 
same condition, so far as can be ascertained from 
objective tests, one may shrug it off and go to 
work as usual. Another may take to his bed. Still 
another may make an emergency call to his doctor, 
while a fourth may demand to go immediately to 
a hospital. 


Subjective Effects of Insurance Benefits 


The difficulties inherent for health insurance in 
the subjective aspects of illness are magnified as 
soon as sickness benefits are introduced. Some who 
would go to work, in the absence of benefits, will 
remain at home if benefits are payable. Likewise, 
some who would not call the doctor, without the 
help of insurance toward meeting the bill, will do 
so if insurance benefits can be had. 

In general, the tendency of health insurance to 
increase the public’s demand for health care is not 
undesirable. On the contrary, with earlier and more 
adequate attention, the illness may be less serious, 
and complications may be avoided. 

But certainly, reduction of monetary demands by 
health insurance tends in some measure to increase 
needless work absences, fruitless doctors’ visits, and 
hospital stays of no real value. Even in such cases, 
outright fraud is seldom involved. Usually it is just 
that the individual—more or less unconsciously—is 
encouraged by the presence of insurance to carry 
his normal concern about his health to an un- 
reasonable extreme. 

In some cases doctors as well as patients are in- 
fluenced by the presence of insurance. For example, 
a doctor who would hesitate to pay another visit to 
a convalescing patient, knowing the cost is to be 
borne entirely by the patient, may feel differently if 
he knows insurance benefits are available. 
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Problem of Control 


Insurance companies are of course aware of these 
subjective considerations. In fact, a central problem 
in devising workable health insurance pools is that 
of developing ways and means of coping with them. 

On the one hand, the companies are willing and 
able to pay policy benefits whenever they serve a 
necessary and useful purpose. Insofar as helpful, 
the companies are even glad to pay the extra bene- 
fits which the insurance itself induces. In fact, by 
paying for helpful medical attention that would not 
otherwise be provided, health insurance makes a 
significant contribution toward improving the na- 
tion’s health. 

But, on the other hand, insurance companies do 
not wish to pay unnecessary benefits and cannot 
afford to do so to any substantial extent. For them 
to pay very many needless benefits would mean that 
premium charges would have to go up without any 
increase in the true value of the benefits offered. 
As a result, many policyholders would let their in- 
surance lapse, and the entire pool might have to 
be discontinued. In any case, the company would 
be remiss in its duty toward the great bulk of its 
policyholders. They should not be asked to pay 
inflated premiums in order that unneeded benefits 
may go to a few less prudent or less conscientious 
participants in the pool. 

Consequently, the central problem mentioned 
above is one of control—of how health insurance 
may best provide benefits when needed without pro- 
viding benefits when not needed. It may be added 
that this problem, obviously, is faced not only by 
insurance companies but also by Blue Cross, Blue 
Shield, and all other health-insuring organizations. 


Defining Risks and Specifying Benefits 


The development of a careful statement of the 
risk which the policy insures against, and of the 
benefits payable under it, is the first step toward 
solving the problem of control. Carefully outlining 
the scope and benefits of the policy, of course, does 
not make certain all benefits paid will be of real 
value, but it does serve to define the area within 
which the control problem exists. 

However, the mere fact that a health insurance 
policy defines the risk and specifies the benefits does 
not cause the policy to be inadequate. On the con- 
trary, health insurance can and does offer policies 
of extremely broad scope and with extremely 
liberal benefits—policies quite adequate in an over- 


whelming proportion of cases to prevent ill health 
from causing the family financial hardship. 

Of course, the more liberal the benefits, the higher 
must be the premium. So it should be realized that 
many low-cost policies, provided for those unable or 
unwilling to purchase fully adequate protection, do 
not offer particularly liberal benefits. While health 
insurance agents ordinarily urge prospective pur- 
chasers to buy fully adequate policies, the final 
decision is necessarily the purchaser’s. 


What About the “Fine Print’’? 


With reference to policy terms, a word is in order 
about the “‘fine print.” Actually, criticism of insur- 
ance policies on this account is entirely unjust. Wo 
health insurance policy contains any “‘fine print.”’ 

Under legislation sponsored by the National 
Association of Insurance Commissioners, it is il- 
legal for any policy to give more prominence to the 
positive benefit provisions than to such restrictions 
and limitations as the policy may contain. Common- 
ly, the entire policy is printed in 10-point type or 
larger—on the average, more readable than the 
print in newspapers and popular magazines. 

As a matter of fact, most health insurance policies 
contain very few restrictive provisions. In the case 
of group insurance, there are ordinarily none, other 
than those serving to define the risk insured against. 
Other restrictions are generally unnecessary be- 
cause the standard requirement of at least 75 per- 
cent participation operates to prevent the insurance 
from being purchased mainly by those likely to bene- 
fit the most. In the case of individual and family 
policies, the underwriting safeguards inherent in 
group insurance are lacking. Consequently, a few 
restrictive provisions are essential in such policies, 
while a few others are considered desirable by 
many companies. 


Overinsurance and Coinsurance 


In any field of insurance, overinsurance is present 
if the policy benefits are more than sufficient to com- 
pensate for the losses or costs incurred. For exam- 
ple, if a hospital expense policy provides a $15 daily 
benefit, the policyholder would be overinsured if 
in his locality satisfactory hospital accommodations 
could be obtained for less. If the $15 daily benefit 
were payable regardless of the hospital’s actual 
charges, a policyholder in ill health could make an 
actual profit by gaining admission to a hospital; 
while if the policy specifies that the daily benefit is 
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Companies offering health 
insurance encourage fam- 


ilies to budget against 
minor items. 


not to exceed the hospital’s actual charges, the 
policyholder might feel it is to his advantage to 
obtain unnecessarily luxurious accommodations. 

The point at which overinsurance begins is often 
difficult to determine. For example, if a man’s take- 
home pay is $50 a week, overinsurance would clear- 
ly be present if his loss-of-income policy provided 
weekly benefits of a larger amount. But suppose his 
policy provides $45 a week. Suppose, also, that as 
he recuperates from an illness, he feels he would 
rather continue to rest at home, drawing his bene- 
fits, than return to work for the sake of the small 
difference in income. In such a case, the temptation 
to protract the convalescence period more than is 
desirable from a health standpoint is essentially 
the same as if the weekly benefit had been over $50. 
Something closely akin to overinsurance is present. 

To be on the safe side, companies issuing health 
insurance usually invoke the principle of coinsur- 
ance. In the health field, this term signifies a sharing 
of the risk by the insured person and the insuring 
organization. When the coinsurance principle is 
applied, the policy benefits are not meant to recom- 
pense the individual completely for the income loss 
he has suffered or for the health expense he has 
incurred. As a coinsurer, he is expected to carry 
a portion of the risk himself. 
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In general, the insurance company endeavors to 
set the benefits available under a policy at as high a 
level as possible, while still leaving an adequate 
financial incentive to the insured person to avoid 
unnecessary work absences and needless health 
expenditures. The company is also anxious to offer 
high enough benefits so that the remaining costs or 
losses the insured person must bear directly will 
not represent a financial strain serious enough to 
deter him from obtaining all necessary health care. 

But the fact that for the insured person to incur 
needless bills would be against his direct, financial 
self-interest as a coinsurer serves as a key means of 
solving the control problem—thereby enabling the 
companies to be largely successful in providing 
benefits when they are desirable while preventing 
the payment of needless benefits. 


Coinsurance and Service-Benefit Plans 


Generally speaking, health-insuring organizations 
other than insurance companies provide service 
benefits instead of cash benefits. However, the co- 
insurance principle cannot well be applied when 
benefits are not in the form of cash, and these or- 
ganizations must consequently seek to solve the 
control problem by other means. 

Ordinarily, they attempt to do so by vesting in 
their physicians or administrators the active or 
latent power to furnish only such services as they 
consider necessary or beneficial. Moreover, as the 
person or institution rendering the service is 
usually an ultimate insurer or reinsurer, there is 
a clear motivation for the exercise of such power 
if needed. 

In consequence, the purchaser of service-benefit 
protection has usually acquired only the right to 
receive such services as the insuring organization 
believes he ought to have. And, because there is 
ample room in the medical field for legitimate dif- 
ferences of opinion, the possibility that the insured 
person will not receive some service which he thinks, 
with some reason, that he ought to have is more or 
less ever-present. 

The use of the coinsurance principle by insur- 
ance companies has a further advantage. It renders 
unnecessary any contractual relationship between 
the company and the doctor or hospital. Doctors 
and hospitals can consequently continue unimped- 
ed with the improvements in therapy that have 
yielded the remarkable health progress of the recent 


past. 
Service-type health insurance, on the other hand, 
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necessarily does involve a close relationship between 
officials whose responsibilities are primarily in the 
field of insurance and the personnel who are to 
render the services. Hence, insurance considera- 
tions may be brought to bear on strictly medical or 
health matters with questionable results from a 
standpoint of the quality of the care furnished pa- 
tients. 

After all, it is not as though the nation’s health 
personnel and facilities were falling down on their 
jobs, thus possibly suggesting a need for some out- 
side guidance. On the contrary, whatever the 
problems of medical economics may be, the nation’s 
doctors and hospitals are entitled to high praise for 
the present good health of the American people. 


Insurance and Budgeting 


The risk-sharing function of insurance is of great- 
est value to the participants in the insurance pool 
when the risk insured against is a very serious one 
and when its occurrence is unpredictable. When 
insurance methods are applied to risks that are not 
very serious and which eventuate fairly regularly, 
then the value of the insurance to the participants 
in the pool diminishes. Companies offering health 
insurance consequently encourage families to bud- 
get against minor items as far as they can. 

Common colds, digestive disturbances, and minor 
injuries, for example, occur fairly frequently in the 
average family, and ordinary prudence requires 
some allowance in the family budget for the relative- 
ly small costs of their treatment. If such allowance 
is made, no real financial difficulties are likely to 
develop, and certainly none that could be signifi- 
cantly alleviated by the use of insurance. Indeed, 
there is but little more reason to seek to insure 
against minor, recurring health outlays than to seek 
to insure against one’s grocery bills or against any 
other regular expense. 

To the extent the family does budget against its 
minor health expenditures, it saves its share of the 
unavoidable operating expenses of an insurance 
pool covering such expenditures. Moreover, insur- 
ance operating costs become relatively great when 
the benefits offered are small, so the family’s oppor- 
tunity to save is greatest on those minor health 
expenditures most easily budgeted against. 

A further point is that in many cases where small 
benefits might be claimed, there would be real doubt 
about the desirability of any medication or treatment 
at all. In such cases, frictions might develop under 


an insurance arrangement to the dissatisfaction of 
all concerned. 


Determining Fair Premiums 


In health insurance, as in other fields of insur- 
ance, premiums comprise two elements: 

1. The pure premium, an amount calculated on 
an average to just cover the cost of the benefits 
offered ; and 

2. An expense and safety allowance, which is in- 
tended to cover an equitable share of the unavoid- 
able operating costs of the insurance pool, together 
with a small margin for safety and profit. 

So far as can be determined, pure premiums are 
always directly proportionate to the likelihood of 
the hazard’s occurring and to the benefits that 
would then be payable—a relationship not materi- 
ally affected by the expense and safety element. 

It follows that “cheap” policies or “dear” policies 
are not likely to be found in health insurance, at 
least as far as any one company is concerned. Each 
company ordinarily endeavors to make each policy 
it offers just as cheap or as dear as each other 
policy. The best bargain is a policy that fits the 
family’s needs particularly well, while the poor buy 
is a policy that does not meet its needs. 


Summary and Conclusion 


These, then, are some of the fundamental con- 
siderations that guide insurance companies in 
formulating health insurance policies. While no 
attempt has been made to explain or justify particu- 
lar provisions to be found in various policies, or 
particular company practices, a grasp of the funda- 
mentals discussed may contribute to an understand- 
ing of such policies and practices. 

In the course of the discussion some observations 
have been offered on the differing fundamental 
approach to health insurance as between insurance 
companies and organizations featuring service bene- 
fits. While some advantages of the insurance-com- 
pany approach were stressed, it should be em- 
phasized in conclusion that both approaches are 
sound and desirable. Both have proved their worth 
by providing satisfactory protection over a con- 
siderable period of time for growing millions of 
people. Together, the two forms are continuing to 
make rapid progress toward filling the existing gaps 
in the American people’s need for protection against 
the cost of ill health. 
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Trends and Events in the Nation’s Capital 


Health Matters on Congressional Agenda 


Tue lengthy series of public hearings conducted 
in October by the House Interstate and Foreign 
Commerce Committee is a direct reflection of in- 
creasing Congressional interest in national health 
affairs. 

Although there have been no mandates from 
President Eisenhower in this area of domestic 
problems, advance signs point to greater concern on 
Capitol Hill in 1954 with such matters as sickness 
insurance and government aid to voluntary pre- 
payment plans than at any time in the past. 
Throughout his Administration, President Truman 
was unable to get Congress to focus the attention 
on medical economics which he insisted that it de- 
served. Now, oddly enough, the government’s 
legislative branch is quite stirred up on the subject, 
even though there is no pressure from the new 
Administration. 

The House Interstate and Foreign Commerce 
Committee would not have scheduled the October 
hearings, at which it listened to an impressive array 
of experts on medical care costs as well as diagnosis 
and treatment of disease, if it did not intend to 
follow through after Congress convenes in January. 
And from the Senate side of Capitol Hill comes 
definite word that the Labor and Public Welfare 
Committee likewise intends to give serious con- 
sideration to several pending bills which provide 
for Federal intercession. 

Any attempt to account for this rather sudden 
display of interest in national health problems must 
take several factors into consideration. One is the 
cease fire in Korea, which has resulted in wider 
play being given to domestic issues. Another, the 
death from cancer of Senator Taft. Still another is 
the unprecedented growth, during the past year, 
of population coverage in indemnity-type medical 
care and hospital insurance. 

An international development, the death of a 
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statesman and a business phenomenon—three to- 
tally unrelated events with apparently nothing in 
common, and yet the impetus which they have 
given to what is taking on the markings of a na- 
tional health campaign is unmistakable. The first, 
by making room for discussion, so to speak; the 
second, by dramatically and tragically calling to the 
nation’s attention the insidious nature of malig- 
nant disease; and the third by demonstrating that 
Americans are sold on the insurance principle of 
protection against overwhelming costs of medical 
care and hospitalization for protracted illness and 
disabling injury. 

It is noteworthy that the trend has not been 
accompanied by, and certainly not influenced by, 
any resurgence of support for compulsory national 
health insurance. Even the labor unions, which in 
the past have been the most vocal champions of 
socialized medicine, are no longer clamoring for 
that kind of solution. 


National Clinic States Policy 


A policy statement for the guidance of physicians 
who may wish to have patients admitted to the 
government’s new 500-bed Clinical Center has just 
been published by that facility. Opened last July, 
the Center had sixty-one patients at the end of 
September and it was anticipated that the census 
would be more than doubled by February 1. 

**The co-operation and assistance of physicians 
in private practice, and those associated with hos- 
pitals and clinics,” said the policy statement, “‘is 
essential in the proper selection of patients in these 
[clinical] studies. Patients should be referred, and 
will be admitted, on the basis of a diagnosis which 
meets the requirements for particular studies.” 

Virtually all types of cases are admissible: heart, 
cancer, mental, neurological, blindness, arthritis, 
metabolic diseases and certain infectious diseases. 


Applications by the attending physician should be 
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Senator H. Alexander Smith, N.J. 
Chairman, Labor and Public Welfare Committee 


directed to the Clinical Center of National Institutes 
of Health, Bethesda, Md. 

In some instances, an interview between the re- 
ferring doctor and Clinical Center officials may be 
necessary if all questions regarding suitability for 


admission are not or can not be answered by cor- 
respondence. Personal interview of the prospective 
patient also may be required. 

In general, the criteria for admission are as 
follows: 


The specific disease must be under active investi- 
gation at the Center. 

The patient must have an understanding of his 
role in a research study and be willing to participate 
co-operatively. 

There are no citizenship requirements, nor any 
restrictions based on race, creed, or color. 

During 1953-54 the Clinical Center’s research 
programs will be concentrated along these lines: 

Cancer. Head and neck involvement, cancer of 
cervix, hormonal therapy of breast, cervix and 
prostate, and hormone-producing tumors of ovary, 
testes, and other glands. 

Heart. Pathogenesis and treatment of hyperten- 
sion, metabolic and endocrine aspects of heart 
disease, experimental therapeutics. 

Arthritis and Metabolic Diseases. Pathogenesis 
of rheumatoid and gouty arthritis, nature of the 
metabolic defect in gout, disorders of blood and 
liver, factors influencing carbohydrate metabolism 
in diabetes mellitus and in diseases of the liver. 

Infectious Diseases. Clinical brucellosis, filariasis, 
respiratory viral diseases, amebiasis, trichinosis, and 
certain others. 

Neurologic Diseases. Investigations of cerebral 
palsy, multiple sclerosis, epilepsy, myasthenia 
gravis, and muscular dystrophy. 

Mental Conditions. In children, behavior syn- 
dromes relevant to juvenile delinquency; in adults, 
psychologic evaluation of personality structure of 
hospital patients, psychotherapy and effects of 
hospital living, nursing, and personnel on schizo- 
phrenic patients. 


Emergency operation: “On your mark!" 
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Through the Back Door? 


With the advent of a GOP administration in Wash- 
ington, many people were satisfied that fear of 
socialized medicine was altogether dissipated. Not 
so Howard Buffett, former Congressional represen- 
tative from the second Nebraska district, whose 
article “Backing into Socialized Medicine” is being 
distributed in pamphlet form by Human Events, 
Inc., Washington, D.C. 

Mr. Buffett fears we are backing into socialized 
medicine by way of militarism. He cites the fact that 
from World War II alone there emerged more than 
fifteen million Americans with a lifetime claim on 
the government for free medical care, subject to 
some conditions. With the addition of men and 
women presently in service, plus their dependents, 
there are almost twenty million Americans, says Mr. 
Buffett, most of them on the bright side of fifty, who 
enjoy this special medical attention. Universal Mili- 
tary Training would soon put at least half the na- 
tion’s population—not counting dependents—on 
the free list, he adds. At the same time, available 
medical talent is siphoned away from the civilian 
population and taken into the armed services or 
into the Veterans Administration, creating an arti- 
ficial shortage of physicians for the civilian popu- 
lation. 

**This false scarcity of doctors creates the very 
conditions which the advocates of socialized medi- 
cine decry,” says Mr. Buffett. Following the law of 
supply and demand, the fees of the fewer available 
doctors rise. And as a matter of necessity, their 
offices are overcrowded and their examinations are 
often forced to be hasty and perfunctory. Thus the 
inflammatory charges of the socialists acquire sub- 
stance—if one overlooks the cause of the condition, 
which is the absorption of a large part of our medi- 
cal profession by the military. 

Mr. Buffett concedes that conscripted youth must 
be adequately cared for, as must the veterans, but 
adds, ‘‘Not only will the soldier come out from serv- 
ice with a firm conviction that he is entitled to all he 
can get from the government, but the doctors who 
have had a taste of regimented medicine, with its 
freedom from responsibility to the patient, will most 
likely favor a continuance of the sinecure in civilian 
life. Not having had any experience with private 
practice, they will not understand its superiority 
and will not therefore be inclined to fight against 
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“The doctor in uniform learns how to get along 
by pleasing his superiors ...and that it is 
easier to make reports than diagnoses.” 


socialized medicine. The struggle against socializa- 
tion has been waged by American doctors who had 
built up practices in the hard, competitive way. 
Their minds had not been socialized. But, the breed 
of doctors in the offing will have had a different 
training. The doctor who enters the army directly 
from medical school, or after his internship, knows 
nothing but bureaucratic medicine, and has no ex- 
perience by which to measure its disadvantages. 
Just as the young graduate who goes to Washington 
immediately after he receives his diploma soon 
makes a perfect mental adjustment to statism, so the 
doctor in uniform learns how to get along by pleas- 
ing his superiors (not his patients) and how much 
easier it is to make reports than diagnoses. Besides, 
the regularity of the pay, though inadequate, is an 
immediate inducement that offsets the promise of 
the future in private practice. Why hang up a 
shingle and wait for patients? The government has 
lots of them. And why fret about fees and collec- 
tions? The monthly check from the government is 
always good.” 

The solution, as Mr. Buffett sees it, lies in the 
hands of doctors who know of the dangers to medi- 
cine in socialization. He believes they may still be 
able to figure out a way to prevent the profession’s 
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destruction through militarism, and to teach young 
doctors that regimentation is bad for them and the 
country. 

**To those who refuse to see the danger in the 
present trend, and who view the situation as a tem- 
porary post-war phenomenon, I offer a bit of his- 
tory,” warns Mr. Buffett. “The Civil War ended in 
1865. But the largest number of pension recipients 


BY GEORGE A. DONOHUE 


WuilE more space has been given in the headlines 
to the struggle over the excess profits tax on cor- 
porations, readers of the daily newspapers are 
aware that individual taxpayers also will enjoy a 
reduction of their income tax burden in 1954. 

The increase in the surtax rates enacted by 
Congress in 1951 to help meet costs of the Korean 
War, was, by its terms, to expire on December 31, 
1953, and both the President and the Secretary of 
the Treasury now declare that no attempt will be 
made to prevent this automatic termination. This 
means that the surtax rates of 1954 will be about 
10 per cent lower than those of 1953. 

In some cases it will be possible for the profes- 
sional man to shift net income from 1953 to 1954, 
in order to take advantage of the 10 per cent saving. 
This is because most professional men keep their 
books on the cash rather than the accrual basis. 
This means that they record their fees as income 
only when collected, and they deduct their expenses 
only when paid. 

In order to shift income from 1953 to 1954, it is 
obvious that the professional man must act prompt- 
ly, since nothing can be done after the close of the 
year. 

If he is in the habit of billing certain patients the 
first of the month, he might omit the December 1 
billing, and bill for two months on January 1. If he 
bills at longer intervals, or at the termination of the 
services, he might postpone to January certain bills 
he would otherwise send out in December. Of 
course, it might not be good judgment to delay the 
sending out of some bills, regardless of the tax effect. 
But to the extent that he can prudently postpone 


Income Tax Relief for the Professional Man 


was not reached until 1915, 50 years later, when 
691,606 Civil War pensions were being paid. The 
peak of expenditures for Civil War pensions was 
reached in 1921. From this experience it is fair to 
conclude that the medical demands arising from our 
two World Wars will grow with the years, and will 
continue to provide the advocates of socialized 
medicine with plausible argument.” 


the receipt of fees until January, he saves approx- 
imately 10 per cent of the income tax he would 
otherwise have paid. 

A similar saving can be effected by paying ex- 
penses this year which would not otherwise be 
incurred until 1954. This applies to the type of 
expenditures which are deductible when paid, as are 
most ordinary expenses. These include expenditures 
for books and small articles of equipment, repairs 
to office equipment or to an automobile used in the 
business, real estate taxes, travel and entertainment 
for business purposes, and charitable contributions 
up to 20 per cent of adjusted gross income (which 
means net business income). For example, if you 
are in the habit of giving approximately 5 per cent 
of your adjusted gross income to charity, you can 
legitimately increase your contributions this year to 
10 per cent and make no contributions in 1954. 

Note, however, that an expense which definitely 
relates to a fixed period of time cannot be deducted 
in advance. For example, if you paid 13 months 
rent in December, 1953, including rent for December 
and the following 12 months, the 1954 rent paid in 
advance could not be deducted in 1953. Note also 
that you cannot deduct the entire cost of an im- 
portant item of equipment, such as an x-ray 
machine, but only a suitable amount of depreciation. 


Mr. Donohue, who will start in the December GP a four-part series 
on taxation matters, is a member of the Massachusetts Bar and 
tax counsel for the firm of Murphy, Lanier & Quinn, New York, 
auditors and public accountants. He has been engaged in income 
and estate tax work for many years, has served with the Internal 
Revenue Bureau, and as tax counsel for public accountants. 

—Publisher 
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The Lapse Values of Life Insurance 
BY RALEIGH E. ROSS 


A LIFE INSURANCE representative was calling on a 
clerk in a department store trying to interest her in 
a policy for her small daughter. The woman re- 
marked that although her daughter really needed 
her at home she was working because she had re- 
cently lost her husband and his insurance in force 
barely covered expenses. 

**What do you mean, ‘in force’?” asked the agent. 

“Why, his largest policy lapsed several years 
before he died,” she explained. “He got to the 
point where he decided he just couldn’t carry it any 
longer.” 

“Could you bring down the policy?” 

“Yes, I saw it the other day among his old papers. 
But it’s no good.” 

“I'd like to see it anyway,” persisted the agent. 

Upon examination, the agent found that this 
$15,000 policy had indeed been lapsed years before 
the insured’s death, but the full protection under 
the “automatic option” was in force. He notified 
the company of the death, helped the widow to fill 
out the necessary claim papers, and collected the 
entire $15,000 for her. She was able to quit her job 
and go back to giving more of her time to raising her 
small daughter. 

This story spotlights the importance of being 
familiar with the lapse values of insurance policies. 
The companies usually refer to these values as 
“options on surrender or lapse.” 


Cash Value Produces Option 


All permanent policies have these options as soon 
as they reach the point where they have a cash 
value. This point varies with the type of policy 
and the age of the insured—but in the majority of 
cases is two years. Some high premium policies 
have a nominal cash value at the end of the first 
year. A few low-premium forms, particularly if 
issued at the younger ages, have no cash value until 
the third year. The cash-value table in each policy 
tells the story. 

It must not be assumed that our consideration of 
these values in any way implies that it is wise to 
lapse a policy. The reverse is true, in almost every 
case. But, occasionally, such a step may be un- 
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“What you are really buying, when you pur- 
chase life insurance, is money for future delivery. 


You are buying it on the partial payment plan.” 


avoidable. In such a contingency, it is desirable to 
have a clear understanding of the various options 
available. 

Let us consider first the automatic option (ex- 
tended insurance) under which the $15,000 was 
collected. It is called ‘‘automatic” because if the 
policyholder does not select another option for his 
lapsed policy, then this is the one the company 
chooses for him. Perhaps it would be easiest to 
explain all this with an example. 

Dr. A, age 35, has purchased an ordinary life 
policy for $10,000 for a standard rate and carried it 
for ten years, when he lapses the policy. The com- 
pany sends lapse notices to the doctor’s last known 
address, together with letters urging reinstatement, 
but to no avail. There is no reply. 

So the full protection is automatically extended 
for 14 years and 296 days from the date of lapse. 
This means that if the doctor, now age 45, should 
die any time during the extension period (which 
takes him almost to age 60) then the company will 
pay his beneficiary the full $10,000, without any 
deduction for the premiums not paid. 

After three months (during which it is assumed 
Dr. A has had ample time to reinstate the policy, 
or to select one of the other options) a letter goes 
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to the insured telling him the exact date to which 
his protection has been extended. 

So he knows, at this time, that his policy has an 
extended value. But he may promptly forget it. 
And it is possible that he may neglect to mention 
it to his family. 


Cash Value Pays for Extension 


It should be emphasized that this extension of 
the full amount of protection, in the form of term 
insurance, is paid for by the cash value, for as long 
a period as it will purchase. If there is a loan on 
the policy, thus reducing the cash value, then the 
length of the extended insurance term will also be 
reduced. (Or the cash values available may be in- 
creased if dividends have been left on deposit at 
interest.) This extended period might also be 
reduced if Dr. A had been found. an impaired risk 
when he bought the policy and had continued with 
this rating. 

So, in our illustration, we assumed that Dr. A 
had the status of a standard risk, and that there 
was no loan upon his policy at the time it lapsed. 

Suppose the policy Dr. A had purchased had 
been a 20-payment life, instead of an ordinary life 
policy. Then, because of the higher cash value, the 
extended insurance term would have been 22 years 
and 128 days (taking him beyond age 67!) 

If this option is applied, and the insured is still 
alive at the end of the extended period, then the 
policy becomes worthless. But it is important to 
make sure that such period has expired before 
destroying the policy. 

On the other hand, when one is sure that a policy 
has no value and could never be restored, it is a 
good plan to destroy it. There is nothing more dis- 
couraging to beneficiaries than to find among the 
effects of a deceased person policies which have no 
value. 

So it is a kind thing to destroy worthless policies 
after one’s insurance agent has confirmed the in- 
sured’s opinion that they have no further value. 

“Suppose I have double indemnity (for acciden- 
tal death) and disability waiver of premium in my 
policy,” said a policyholder. “Will this provision 
be included under the extended protection op- 
tion?” 

The answer to this question is, No. The cash 
value is used to purchase term insurance in an 
amount equal to the face of the policy for as long a 
period as possible. No special features, such as the 
two mentioned, are included. 


Policy Can Be Surrendered for Cash 


What is the second option that may be chosen? 
This is the one most familiar to many: to surrender 
the policy for its guaranteed cash value. In the 
case of Dr. A’s $10,000 ordinary life policy, he 
could have received $1,640 in cash. 

Of course, we might point out again, if there is a 
loan on the policy, the $1,640 will be reduced by 
the amount of the loan plus any interest which 
may be due. And if the policy is substandard, the 
cash value may vary from the standard amount. 
(Usually it is higher.) 

The third option for Dr. A is to take $2,940 paid- 
up insurance. This selection would result in giving 
his beneficiary more money, eventually, than he has 
paid in (net) during the ten years. Some years ago 
this paid-up insurance option used to be the auto- 
matic one instead of extended insurance. 

“If I find it absolutely necessary (or desirable) to 
lapse a policy, which option should I select?” 

This may be an easy question for an insurance 
counselor when he knows all the facts surrounding 
the situation. But, sometimes, the proper answer 
may be extremely difficult. 

Here’s a man of 55 who has had a severe coronary 
thrombosis attack and has been reliably informed 
that he may expect another, within a few years, 
which is likely to prove fatal. He has $50,000 insur- 
ance, all of which can be extended, for the full pro- 
tection, for at least fifteen years. Obviously the 
extended insurance option is better for him than 
either the cash, or paid-up insurance. 


Choice of Option Hard Decision 


Here’s another man of 55 whose health has be- 
come somewhat impaired, but his finances still more 
so. To continue paying premiums is out of the 
question. Yet he is reluctant to “‘cash in” his poli- 
cies when he knows, in his present physical condi- 
tion, he could never replace the protection. He does 
not want to borrow on his policies. He wants to 
make a clean-cut decision, once and for all, on one 
of the three lapse values. His children are in high 
school with the expensive college period ahead. 
Which option shall he take? 

Here is a difficult choice for the insured, and one 
in which competent outside counsel also might be 
of little avail. The wisest of us cannot lift the veil of 
the future. 

However, when you come to think of it, insurance 
has an advantage over many other purchases 
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through having these values. What you are really In the same way, when one buys a house and 
buying, when you purchase life insurance, is money _ eventually ceases to make his payments, the holder 
for future delivery. You are buying it on the partial —_ of the mortgage forecloses. There is no reimburse- 
payment plan. ment for any of the payments made. 

Suppose one buys a car on time payments and But when you quit a life insurance policy in mid- 
suddenly stops paying. The finance company will _ stream, so to speak, you always have the three 
promptly take the car. Do they say, “Mr. Brown values from which to choose. 


has paid in enough for the tires and the battery, so The best practice is never to lapse a policy, but 
we will give him these parts.” No, they take the __ if this is unavoidable, take plenty of time to select 
whole car. your option carefully. 


FRANKLY, it seems to us, that if the doctors in this country at the local 
level don’t arouse themselves they’re going to be trampled on in the 
rush—in the rush of medical administrators.from Chicago, for instance, 
trying to tell them how to practice medicine. 

At the outset let us make perfectly clear the firm belief that hospitals 
should be strictly regulated and controlled. No one in his right mind 
wants to go back to the pre-1913 days when patients went to hospitals 
to die, not to get well. 

But the $64 question is: Who is going to do the regulating? Who is 
going to say how many hospital meetings a local doctor has to attend? 
Who is going to say what doctor practices where? Who is going to say 
when there must be surgical consultation in a case? Who, indeed? An 
individual or a commission in New York or Chicago? Can that com- 
mission or individual possibly know the situations which are peculiar 
to Indianapolis or any other local community ? 

These are questions local doctors are going to have to answer. And, 
in our opinion, they’re going to have to answer them in a loud, con- 
certed voice—not in isolated protests. And the answer had better be 
loud and crystal clear! 

The discussions about hospital regulation bring to mind the recorded 
history of the disagreements between capital and labor in this country. 
Old time industry, with its sweat shop and child labor, itself brought 
on the need for unions. Now we have witnessed a situation where, in 
recent years, labor has abused some of its privileges. Same with hos- 
pital regulation—hospitals needed regulation and control and they 
got it. But now, it would seem, we are fast approaching the time when 
regulations are going to “regulate” the hospitals right off the market 
where common, ordinary folk can afford to go to them. 

But, you say, “hospitals are a monopoly and people have to go to 
them.” Correct! But, also remember that when hospital costs get too 
high the case for the government taking them over gets better and 
better. 

It seems to us that this is the main point overlooked—increased 
hospital costs which stem from increased regulation can be met in 
only one way. Pass the charges on to the patient. 

We long have contended that if compulsory health insurance ever 
comes to this country (and don’t think for a minute that it’s behind 
the door for keeps!) it will come by default on the part of the medical 
profession. And hospitals are a part of the profession. 

Think it over, doctor, it’s your livelihood and profession which are 
at stake!—Harotp C. Ocusner, M.D. Reprinted from the Indianapolis 
Medical Society Bulletin, August, 1953. 


What Others 


Are Saying: 
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Fees and Their Collection 


BY DANIEL BELTZ, M.D. 


EsTABLISHING of proper medical fees constitutes 
one of the most difficult problems in medical prac- 
tice. Some men have advocated the establishment 
of a rigid fee schedule, binding on all doctors. A 
little thought will demonstrate how unfair this is. 
The services of Doctor ‘A’ in any given situation 
will be worth much more than the services of Doc- 
tor ‘B’, and there should be some way for Doctor 
*A’ to receive adequate compensation. A fee sched- 
ule that enforces a rigid “across the board” sched- 
ule promotes the medical mediocrity of panel or 
other forms of prepaid practice, e.g., British-type 
public medicine. 

If we are to remain free as a profession, we will 
be very wary of this first step in our regimentation. 
We must develop techniques of establishing fair fees 
and reasonable methods of collection that will gain 
and keep for us the esteem of our patients. The na- 
ture of our services makes their value infinite. 
Against this background of infinity, the patient has 
a limited income, and the matter of ability to pay 
must be considered in some way. To use our virtual 


“My $250 thyroidectomy can‘t be much good. 
Everyone else | know paid $750 or $1000.” 


medical monopoly to collect fees that are too large 
is simple racketeering and should be completely un- 
acceptable to all doctors. 

After some little research, the writer has come to 
the conclusion that, in his geographic area it costs 
about $2.50 per patient visit to maintain adequate 
facilities for his treatment in a private doctor’s office. 
In other words, it costs $2.50 for a patient to come 
in and register as a patient. The time spent, the 
dressings, and the medicines must be considered 
extra costs on top of this $2.50 basic expense. A 
basic rate of $5.00 per patient visit is about as low 
as one can go, under modern conditions, and still 
make a reasonable living ($2.50 plus an estimated 
-70 for income tax, leaves the doctor just $1.80 for 
his earnings per patient visit, which, any way you 
look at it, is modest). 

A maximum of twenty minutes for each patient 
visit has been arbitrarily allocated by the writer. All 
first examinations are done on special appointment 
and forty minutes or one hour allowed. The charge 
would then be $10 or $15 (lab fees extra). 

A study of costs by each doctor in his own office 
will, I believe, lead him to accept something akin to 
the above figures, though they will vary somewhat in 
geographical areas. When fees are cut, quality of 
service must be eventually reduced. 

Home calls are an entirely separate matter. A 
home call will take a minimum of one hour, includ- 
ing driving time. The price of the home call is gov- 
erned by local custom and tradition to which we 
must bow. We must realize that home calls are al- 
ways done at a loss, and constitute a real contribu- 
tion to the public welfare. Some doctors have quit 
the practice of making home calls and request the 
patient to come to them either by car or ambulance. 
I think this is a grave error, for, among other good 
reasons, all patients should be screened for the pres- 
ence of contagious diseases before being removed 
from their homes. The public relations value of home 
calls on a 24-hour basis is too great for the profes- 
sion to abandon. I think the doctor who has ceased 
to make home calls should reconsider and make 
some provision so that anyone who appeals to him 
will get immediate attention. 

There is also the matter of charges to patients 
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with a limited income—students, nurses, and pen- 
sioners. Many doctors feel that these people should 
be cared for in public facilities without asking for 
the services of a private physician. We feel this is an 
error. The student will become a responsible citizen 
with an income of his own and will eventually be a 
good paying patient. If, in his student years, he is 
forced to accept medicine offered in public clinics, 
which in its very nature is European-type, second 
rate service, he will become accustomed to it and 
may never realize the superiority of private Ameri- 
can care. 

Because it is important to do everything in our 
power to prevent patients from becoming accus- 
tomed to second-rate service, we have made it a 
practice for many years to charge half rate for this 
class of patients, and to handle them in our office 
rather than see them go to county or city facilities 
for medical service. 

On the other hand, a fee must be large enough 
to command respect of the patient for the doctor’s 
ability. For example, Mrs. X called my secretary 
one day and asked “Who was the surgeon that 
the doctor got for my operation?”. In the next 
breath, she said she was at her club that afternoon 
and everyone else who had had her thyroid out was 
charged $750 or $1,000, while she, with her $250 
thyroidectomy, could not say a word. She added, 
“He must not have been much of a surgeon!” 

If the patient considers the fee too low, his next 
thought will be, “If he has to sell his services that 
cheap, he must not be a good doctor.” This is a 
real dilemma, and we must meet it. The writer has 
met it in this way. First, he names a regular, ade- 
quate fee. If it is paid without comment and the pa- 
tient seems able to afford it, well and good. If the 
patient wants a bill sent, or obviously should have 
a reduction, we ask him how much he can pay—in 
cash—of my regular fee. Usually he can pay some 
amount, and for some years we have accepted what 
he tenders as payment in full. Our dignity and rep- 
utation remain intact and the patient is pleased that 
the obligation is discharged. We find that a 
patient will treat us fairly and generally will pay 
more than we would have suggested had we re- 
duced the fee ourselves. 

There are several advantages to this method. We 
must consider our office costs in the matter. It costs 


about $2.50 to establish an account in the office. It 
costs at least fifty cents per month to carry it. All 
these costs are saved by accepting what the patient 
can pay in cash at the time the service is rendered. 
This enables one to reduce the size of the office 
force and the overhead, and the writer thinks that 
in the end it works much to our advantage. 

The writer agrees with the Los Angeles County 
Medical Association that all contemplated fees over 
$10 should be discussed with the patient before the 
work is done. We believe that one step further 
should be taken. Memory should not be trusted 
but a carbon copy of a written memo should be 
given the patient detailing the amount of the fee and 
the manner of payment. This is both dignified and 
businesslike, and puts the transaction on a con- 
tractual basis that facilitates the collection of the fee. 

Of course there are other devices that the writer 
uses in creating a consciousness in the patient that 
the fee is fully earned by the doctor and should be 
paid by the patient. If he states the insurance com- 
pany will pay the bill, the patient is asked frankly, 
“Do you wish me to please you, or do you wish me 
to please the insurance company ?” He is told that 
anyone giving any service instinctively attempts to 
please the one who pays for that service, and that 
that is the difference between American-type medi- 
cal service and European-type medical service, in 
which a third party pays the doctor. This argument 
works well, because he immediately sees the main 
fallacy in both government and insurance medicine. 

American medicine is the product of a free soci- 
ety, based on that article in the Constitution which 
guarantees the validity of the contract between two 
free agents. The writer believes the medical profes- 
sion should go to any lengths necessary to safe- 
guard the close responsibility of doctor to patient 
and patient to doctor, and should let no insurance 
company presume to stand between the patient and 
doctor in the matter of payment. 

We must fight with all the power at our command 
to preserve the complete responsibility of the pa- 
tient to the doctor, as well as complete responsi- 
bility of the doctor to the patient, and to keep that 
responsibility unimpaired and uninfluenced by any 
outside considerations. It is in the hope of strength- 
ening this vital principle that the suggestions in this 
article are made. 
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Announcing 


P. whlicalion of 


NEW TENTH EDITION 
OF THE 
CROSSEN CLASSIC 


Y n the truest sense in which a book may be 
referred to as a “‘classic,” Diseases of Women qualifies 
in the gynecological literature. 


Since 1907, in its first edition, it has been the 
popular and outstanding work for students, gynecolo- 
gists and general practitioners for its emphasis on 
biologic and physiolcgic investigations in relation to 
gynecology—together with comprehensive, systematic 
and judicial presentation of the diagnostic and thera- 
peutic aids in the field. 


It has been that happy combination of thor- 
ough scholarship and deep clinical experience and 
judgment—vwritten with simplicity and prudence for 
those who are treating women. 


This New Tenth Edition carries on its great 
traditions. Revised by Dr. Robert James Crossen, it 
now brings the advances in the knowledge of embry- 
ology which have altered the concept of oogenesis and 
the development of various ovarian structures. Also a 
wealth of new material concerning the interaction of 
enzymes, hormones, vitamins and various other sub- 
stances in the endometrial and ovarian structures. 


By ROBERT JAMES CROSSEN, 


A. B., M. D., F.A.C.S., Assistant Professor of Clinical 


Additions to diagnostic aids include: use of the 
vaginal smear in detection of early carcinoma and in 
determining the exact day of ovulation; other tests 
for ovulation; new pregnancy tests; culdoscopy; and 
culdocentesis. 

Therapy in all diseases has been brought up to 
date. Practical suggestions are given for endocrine 
and general therapy of functional diseases, including 
functional uterine bleeding, amenorrhea, dysmenor- 
rhea, sterility, and the climacteric. Treatment of 
pelvic infections is shown in the light of the anti- 
biotics. In the material on uterine cancer, a critical 
analysis of modern methods of early diagnosis, treat- 
ment and prevention is given. 

A clear and concise chapter on “‘Radiation 
Therapy” is contributed by Dr. A. N. Arneson and an 
excellent section on “‘Endocrine Relations Concerned 
in the Ovarian Cycle” is written by Dr. Willard Allen. 

Psychosomatic aspects of gynecologic prob- 
lems are considered in a detailed discussion of the 
physical and psychic changes occurring during the 
formative years of puberty and adolescence and in the 
later years of the climacteric. The illustrations are 
clear and profuse—with detailed captions. 


Gynecology and Obstetrics, Washington University School of Medicine; Section Head of Unit 


I Obstetrics and Gynecology, St. Louis City Hospital; Assist 


t Gy logist and Obstetrician 


to Barnes Hospital and St. Louis Maternity Hospital; etc. 


St. Louis 3, Missouri 


NAME 


TENTH EDITION 920 Pages 990 Illustrations (41 in Color) 


The C. V. MOSBY Company, 3207 Washington Blvd., 


Please send me: Crossen’s DISEASES OF WOMEN—10th Ed. Price, $18.50 
{_] Enclosed find check. 


© Price, $18.50 


(_] Charge my account. 


ADDRESS 


GP 11-53 


GP ¢ Volume Vill, Number 5 


i 
= 


r 


Che Practitioner’s Bookshelf 


Comroe's Arthritis and Allied Conditions. Edited by Joseph 
Lee Hollander, M.D. Pp. 1,103. Price, $16.00. 5th Ed. 
Lea & Febiger, Philadelphia, 1953. 

Dr. Bernard Isaac Comroe’s book, Arthritis and Allied 
Conditions, first published in 1940, mirrors many of his 
outstanding accomplishments during his twenty years 
of teaching at the Medical School of the University of 
Pennsylvania, his Alma Mater, before his untimely 
death in 1945. 

This fifth edition, by Joseph Lee Hollander, M.D., 
and seventeen collaborators, all active members of the 
American Rheumatism Association, contains new chap- 
ters on corticotropin, cortisone, hydrocortisone, injec- 
tion of hydrocortisone, and low back pain and sciatica, 
while the chapters on etiology of rheumatoid arthritis, 
focal infection, endocrine glands, pregnancy and jaun- 
dice effect, diet and vitamins, non-articular rheumatism, 
fibrositis, and Dupuytren’s contracture have been com- 
pletely rewritten. 

The boxed summaries, ninety-three pertinent illus- 
trations, explicit directions for the indications and use 
of hormones, gold injections and drugs, physiotherapy 
and hydrotherapy, treatment of the psychogenic factor 
often found in arthritic conditions, and with a compre- 
hensive approach to the subject matter as a whole, has 
produced a textbook fully meriting the serious attention 
of the student, teacher, general practitioner, specialist, 
or research worker. 

—Haroip F. Brown, M.D. 


Chronic Alcoholism and Alcohol Addiction. By R. J. Gibbins. 
Pp. 57. Price, $1.50. Alcoholism Research Foundation, 
Toronto, 1953. 


This monograph is an excellent compendium of the 
many papers on alcoholism written between 1926 and 
1949. 

To the practiced and experienced clinician who has 
dealt with alcoholic patients this makes an excellent 
review of the condensed opinions of some 136 authors 
in 189 separate papers, but it cannot be recommended 
to the general practitioner as a starting point for his 
introduction to alcoholism as an illness. Rather, this 
book of fifty compact pages and six and one-half pages 
of bibliography could be considered an excellent refer- 
ence book for research in the various writings of the 
leading men who have concerned themselves with this 
problem. It is unfortunate that papers of the last few 
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years could not have been included since there have 
been some good ones published. However, as this is 
a first monograph, it is hoped that future copies will 
be more up to date. 

This book was perhaps not intended as a complete 
exposition on the subject of alcoholism. In this review- 
er’s opinion it would have benefited from more exten- 
sive reference to social, economic, and cultural factors. 
The chapter on treatment does not include the many 
mental hygiene approaches toward a preventive pro- 
gram. This, I feel, is a definite prophylactic therapeutic 
measure. Education of the public and the profession is 
mentioned but not sufficiently emphasized. 

I can recommend this volume for a place on the shelf 
of any practitioner, not so much for instructive infor- 
mation to be gleaned from its few pages, but for its 
completeness in advising him where to find in the lit- 
erature the information he seeks. 


—Marvin A. Brock, M.D. 


Child Training and Personality. By John W. M. Whiting and 
Irvin L. Child. Pp. 353. Price, $5.00. Yale University 
Press, 1953. 


This book is the report of a research project in an- 
thropology and deals with three problems in particular: 
the effect of culture upon personality ; the effect of per- 
sonality upon culture; and the extent and ways in 
which personality in individual members of a society 
determines the integration of the culture. Specifically, 
two particular practices in various cultures are studied 
as to their effects on these three problems. These are. 
(1) child training practices and (2) customary responses 
to illness. 

The fields of behavior considered in each of the vari- 
ous cultures are oral, anal, sexual, dependence, and ag- 
gression. There is a lengthy and highly technical discus- 
sion of the methodology. 

In any scientific study one attempts to arrive at a 
hypothesis, or a statement of relationship between two 
events—an antecedent and a consequent, or a cause and 
an effect. In psychologic studies, or studies in anthro- 
pology, the experimental method is difficult or impossi- 
ble to use. This study is unique in that it uses a corre- 
lational method to test the hypotheses. The correlations 
consist of comparison of causes and effects in various 
cultures—a cross-cultural study, in other words. This, 
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If you couldn’t get to St. Louis last March, you can now 
do the next best thing. If you were there, here’s your re- 
fresher course on all the helpful information you heard and 
saw then, but have forgotten since. Four days of lectures and 
forty-seven scientific exhibits have been boiled down to their 
very essence and packed into 293 readable, useful pages. 
ANSWERS TO THESE QUESTIONS 

What early signs suggest glaucoma? 

How is penicillin useful in early rheumatic fever? 

What juvenile disabilities respond to therapy ? 

How do you diagnose congenital hip dislocation ? 

What does phalangeal paresthesia indicate? 

What mistakes complicate electrolytic imbalance? 

What are the advantages of invert sugar? 

What are twelve diagnostic signs in pernicious anemia? 
When is surgery indicated in Buerger’s disease ? 

When is spinal anesthesia contraindicated ? 

What is the analgesic area in femoral blocks? 

What is the mortality in resected lung tumors? 

When do you look for Meckel’s diverticulum? 

What five steps make constructive marriage counsel ? 

What is the antibiotic role in G.I. diseases ? 

Unless you can answer all of these questions—and at least 


500 similar ones, you will welcome a copy of “Abstracts” 
on your reference shelf. 


There is nothing else like it in all medical literature! 
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of course, leads to greater accuracy than one could ex- 
pect from study of specific cases. The hypotheses to be 
tested were drawn from psychoanalytic theory, and, as 
such, have not been previously tested in such a specific 
manner. The psychoanalytic theories tested include 
those which deal with fixation, guilt, and fear of others. 

Having established the problems, the methods, and 
the testing of hypotheses, there is voluminous discussion 
and considerable statistical detail, with a final chapter 
devoted to conclusions. Some predictions are not con- 
firmed, but several others receive statistical confirma- 
tion. For example, some principles of personality devel- 
opment hold true for mankind in general, not for West- 
ern culture alone. Furthermore, they support the idea of 
cultural integration through personality processes. The 
habits of a typical, unidiosyncratic member of a society 
represent the customs of that society. Conclusions 
would also indicate that dependence and aggression are 
two distinct systems of behavior, and this, although it 
goes along with other anti-Freudists, is still contrary to 
general opinion. 

This is a highly technical treatise and will gather dust 
on the bookshelves of most practicing physicians. I do 
not mean to imply that its contents are not scholarly or 
worth while, but it simply has no information which 
will directly help the physician in his practice. Prac- 
ticing physicians have long learned to be humble before 
research, however. Who would have ever dreamed, for 
instance, that a pesky penicillin contaminant in some 
bacterial cultures would amazingly drop the death rate 
of lobar pneumonia and free the syphilitic from an 
eighteen-month bout with bismuth and arsenic! 

—Kerrn Hammonp, M.D. 


Visual Anatomy: Thorax and Abdomen. By Sydney M. Fried- 
man, M.D. Pp. 203. Price, $10.50. Charles C Thomas, 
Springfield, Ill., 1952. 

To most of us the study of anatomy was a tedious 
and arduous task, and, for that reason, few of us have 
the urge or incentive to even consider the advantages 
of a practical review of the subject. Here, however, is 
a usable work devoted to the anatomy of the thorax and 
abdomen, a companion volume to two others, one deal- 
ing with the head and neck and the other with the ex- 
tremities. As the author states in his preface his “‘inten- 
tion is to present briefly and forcefully that anatomy 
which I feel is essential for the practice of medicine.” 
He further states that this work “is designed as a re- 
view for the student, undergraduate or postgraduate 
who has already completed a dissection.” 

The presentation of the subject material is visual, 
with the use of a sketch on one page and the text 
covering this sketch on the opposite page. The method 
has been to work from the bony skeleton outward to 
the soft structures. To learn how well the author has 
accomplished his purpose one has only to pick a subject 
such as the mediastinum and proceed to the pages de- 
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voted to this subject. The material is concise, clearly 
described, and well integrated with the accompanying 
sketches. 

To the physician (whether he be limited or unlimited 
in his practice) who has a deep interest in the various 
fundamentals of medicine and a desire for a speedy and 
condensed source for review in the field of anatomy, 
this volume has everything to recommend itself. 

To the erstwhile anatomist, as embodied in this re- 
viewer, the book has the effect of arousing a nostalgia 
for the quiet and distinctive odors of the dissecting 
room, as well as arousing an actual visual picture of the 
particular area under discussion. It is only to be hoped 
that the other two volumes accomplish the same pur- 
pose in as satisfying a fashion as this volume on the 
thorax and abdomen has done. 

—Watter W. Sackett, Jr., M.D. 


Dermatology. Essentials of Diagnosis and Treatment. By Marion 
B. Sulzberger, M.D. and Jack Wolf, M.D. Pp. 214. Price, 
$10.00. The Year Book Publishers, Chicago, 1952. 


This book written by Drs. Sulzberger and Wolf was 
“primarily intended to introduce to the medical stu- 
dent, the postgraduate and graduate student in derma- 
tology and the practicing nondermatologist the practical 
steps in diagnosing and managing selected common and 
important dermatoses and venereal diseases.” 

It is the opinion of the reviewer that the authors 
accomplish this objective admirably. The text is con- 
cerned with only the more common and important 
dermatoses. It embraces the latest information in regard 
to therapy relative to these same skin conditions. I think 
the text is most suitable to the general practitioner, 
inasmuch as a great bulk of controversial material has 
been eliminated, leaving only the meat. 

The authors have written an excellent section on 
topical medication which may introduce many new con- 
cepts to the nondermatologist. Innumerable time-tested 
dermatologic prescriptions are given throughout the 
text and there is even a section bringing us up to date 
on such relatively new compounds as calciferol, corti- 
sone, and ACTH. It is the opinion of the reviewer that 
the treatment of the common dermatoses and syphilis 
is both concise and adequate. 

The book makes for easy reading and should fill a 
definite need for the general practitioner. 

—Frep H. Simonton, M.D. 


Emotional Factors in Skin Disease. By Eric Wittkower, M.D. 
and Brian Russell, M.D. Pp. 214. Price $4.00. Paul B. 
Hoeber, Inc., New York, 1953. 


More and more we are beginning to see monographs 
on disease written in collaboration with the psychiatrist. 
Out of England comes this psychosomatic monograph 
presenting intriguing evidence that certain dermatoses 
have a strong emotional etiologic background. It is said 
that if the eyes are the mirrors of the soul, the skin is 
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the canvas on which the psyche reveals itself. The 
authors have dedicated themselves to this premise. 

The text is well composed and written. No effort has 
been made to analyze all skin diseases. Actually, only 
about ten specific dermatoses are covered. There are 
no illustrations and very little is said about therapy. 
Neither are any lesions described. What the authors 
have done is tintype the personalities that seem to de- 
velop certain skin conditions. Knowing your patient’s 
personality, therefore, the diagnosis of his rash can 
almost be made by telephone. 

It makes interesting reading even if you believe that 
skin is skin and psyche is psyche and never the twain 
shall meet. —A. R. Marsicano, M.D. 


Emergencies in Medical Practice. By C. Allan Birch, M.D. 
Pp. 547. Price, $7.00. 3rd Ed. Williams and Wilkins 
Company, Baltimore, 1952. 


Emergencies in Medical Practice will be a worthwhile 
addition to any general practitioner’s reference book- 
shelf. When an emergency arises, the physician who 
can make the diagnosis and initiate the treatment with- 
out the aid of a laboratory will be of the greatest service. 
Under certain circumstances, his own knowledge may 
have to suffice completely. It would be impractical to 
list every possible emergency within the covers of a book 
of reasonable size. Dr. Birch has exhibited considerable 
skill in selecting his material and the book, from a 
practical standpoint, is very complete. 

The material is up to date, even to the proper anti- 
dotes for home permanent solutions. A mere list of 
treatments would be dull, and so the author has in- 
cluded specific points of diagnosis and the rationale of 
therapy. This legible and attractive work also covers 
such subjects as what to do in cases of alleged rape; 
procedures to be followed on board ship, with the legal 
explanation; technicalities of many lifesaving proce- 
dures; and five varieties of artificial respiration. It also 
includes color photographs of such things as the poi- 
sonous mushroom. 

The general practitioner who masters this text will be 
competent in any emergency, from those arising in the 
field to those which may be the consequence of opera- 
tive procedure. 

—Harry Marcumont-Rosinson, M.D. 


Modern Concepts of Leprosy. By Harry L. Arnold, Jr. Pp. 105. 
Price, $3.75. Charles C Thomas, Springfield, Ill., 1953. 
This monograph conveys in easy-to-read style an 
authoritative yet brief exposition of current knowledge 
of leprosy. Its chapters concern etiology, epidemiology, 
classification and nomenclature, diagnosis, treatment, 
and prevention. There are thirty-three excellent illus- 
trations of cutaneous and histologic lesions and of diag- 
nostic methods. There is an adequate bibliography. 
The book is intended to serve as “‘a happy medium 
between the brief chapters on leprosy to be found in 
most general textbooks, and the unnecessarily detailed 
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accounts found in books devoted exclusively to lep- 
rosy.” It was not written for leprologists. It is a prac- 
tical and interesting dissertation on the subject, from 
which any physician can obtain a full account of the 
disease. The descriptions of diagnostic procedures are 
especially praiseworthy, direct, simple, and positive. 
Outmoding all previously used chemotherapeutic 
agents, modern, hopeful therapy is accomplished with 
the sulfone drugs and, of more limited usefulness, with 
streptomycin and dihydrostreptomycin. 

This small book is nicely printed and appealing in 
format. It is of value to one who desires to know leprosy 
with intimacy and without struggling through encyclo- 
pedic treatises. —Ricuarp L. Sutton, Jr., M.D. 


Individual and Community Health. By William W. Stiles, M.D. 
Pp. 492. Price, $6.00. The Blakiston Company, New 
York, 1953. 


Dr. Stiles, who is Professor of Public Health at the 
University of California, has written this excellent book 
for use as a textbook in health education courses at 
college and university level. The book is encyclopedic 
in scope, covering everything from accidents, commu- 
nicable diseases, foods and food processing, sociosexual 
problems, genetics and heredity, nervous system dis- 
orders and psychoses, to medical economics, and many 
other topics. The material is briefly but clearly pre- 
sented and is quite readable. There are many illus- 
trations. 

I note with interest the following in the section on 
selecting a physician: “Ordinarily it is best to choose 
a general practitioner as a ‘family doctor’ and only upon 
his advice to seek the services of a specialist.” 

This text on health education may well be placed on 
the reception room bookshelf and may be recommended 
to patients for their home library. 

—Cuartss E. McArtuur, M.D. 


Ballistocardiography. By William Dock, M.D., Harry Mandel- 
baum, M.D., and Robert A. Mandelbaum, M.D. Pp. 293. 
Price, $9.50. The C. V. Mosby Company, St. Louis, 1953. 


Ballistocardiography does not provide quantitative 
data on stroke volume in disease ; however, it does pro- 
vide “‘patterns of body motion which may be correlated 
with clinical entities and prognosis.” Therefore, the 
authors have been most practical in their approach to 
developing simple, quick, easy methods of recording 
ballistocardiograms. The text, in addition to being 
beautifully illustrated, is always practical. There are ex- 
cellent details on the actual recording of the ballisto- 
cardiogram. In the second chapter, there are thirteen 
diagrams of the heart and aorta which illustrate the 
genesis of the patterns of bodily motion that constitute 
the ballistocardiogram. 

It is emphasized that BCG’s do not make a diagnosis. 
They provide information on the effectiveness of systole, 
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and the pattern produced must be evaluated by the 
clinician. The simplicity of the method makes it a won- 
derful screening test in the examination of patients, 
employees, or insurance applicants. Those with abnor- 
mal tracings need further investigation. Normal tracings 
do not rule out disease—they may be normal in con- 
gestive heart failure with high stroke volume and in 
some cases of myocardial infarction. 

Serial BCG’s may be of prognostic value in following 
the course of patients with myocarditis, rheumatic fever, 
or coronary artery disease. Their value in the diagnosis 
of latent coronary artery disease is already established. 
The authors believe that a normal BCG is more signifi- 
cant than a normal ECG in casting doubt on the diag- 
nosis of angina pectoris. 

Finally, in the patient with hypertension, coronary 
artery disease, and/or peripheral vascular disease, the 
demonstration to the patient that his BCG “‘deteri- 
orates” after smoking may be visibly sufficient reason 
for him to give up smoking. 

This text is of interest to general practitioners. 

—Nicuoias J. Corsonas, Jr., M.D. 


Operative Gynecology. By Richard W. Te Linde, M.D. Pp. 
906. Price $20.00. J. B. Lippincott Company, Phila- 
delphia, 1953. 


In this textbook, Dr. Te Linde, professor of gyne- 
cology at Johns Hopkins University, presents a detailed 
description of practically every gynecologic problem. 
Pre- and postoperative care, anesthesia, symptomatol- 
ogy, advantages and disadvantages of many procedures 
are clearly discussed in detail. Each surgical procedure, 
with the indications for each, can easily be followed by 
the written descriptions and the many detailed ana- 
tomical plates. 

Many nonoperative techniques are also described in 
detail, such as the treatment of prolapse of the uterus 
by pessary, cervical smears, hormonal imbalance, and 
sterility. Routine office procedures, such as biopsies, 
cervical and vaginal smears, and cauterizations, are ex- 
plained thoroughly. Carcinoma of the female genitalia 
is discussed with particular emphasis on the newer 
concepts of treatment. 

This book should be a part of the library of every 
physician who is dealing with the medical and surgi- 
cal problems of the female. 

—James D. Murpuy, M.D. 


Handbook of Operative Surgery of the Chest. By Julian Johnson 
M.D. and Charles K. Kirby, M.D. Pp. 387. Price, $9.00. 
The Year Book Publishers, Chicago, 1952. 


This practical handbook is primarily an atlas of tho- 
racic surgical procedures and includes nearly all opera- 
tions of established value on the lungs, pleura, and 
esophagus. There is also a short chapter devoted to 
surgery of the heart and great vessels. 

The authors have succeeded in clearly outlining the 
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step-by-step details of thoracic operations. In addition 
to describing the techniques, there are excellent illus- 
trations depicting important points in technique, anat- 
omy, and physiology. Considerable attention is given to 
preoperative, operative, and postoperative care—fea- 
tures which, unfortunately, are often neglected but 
which are so important in assuring a successful outcome 
of many intrathoracic procedures. 

Surgical physiology of the thorax and the important 
tests of pulmonary function are described to acquaint 
the reader with the scope and limitations of the tests 
and to emphasize the pathologic physiology of cardio- 
respiratory function. 

Although useful diagnostic studies of special value in 
thoracic surgical patients are described, there is no dis- 
cussion of etiology, pathology, clinical manifestations, 
or differential diagnosis of most lesions for which sur- 
gery is performed. 

Although written for those with a background in 
general surgery who wish to learn the technique of 
thoracic surgical procedures, this book will be of great 
value to thoracic surgeons and medical chest specialists. 
—Sot Katz, M.D. 


Treatment of Respiratory Emergencies Including Bulbar Polio- 
myelitis. By Thomas C. Galloway, M.D. Pp. 94. Price, 
$3.00. Charles C Thomas, Springfield, Ill., 1953. 


This monograph is replete with data of tremendous 
value for understanding the mechanics of respiratory 
obstruction and its complications such as congestion, 
edema, atelectasis, and emphysema. The treatment of 
bronchial obstruction is developed on a sound physio- 
logic basis. 

The role of anoxia in clinical states is discussed and 
differentiated from the effects of carbon dioxide accu- 
mulation. Unfortunately, too little attention has been 
given to the narcotic and lethal effects of increased 
carbon dioxide tension in respiratory obstruction and 
hypoventilation. Such increased concentrations of car- 
bon dioxide are not necessarily helped by oxygen ad- 
ministration. 

The chapter on acute bulbar poliomyelitis stresses 
the respiratory problems created by this disease and 
outlines a treatment plan based on the concept of relief 
of bronchial obstruction and its complications. 

To conclude this excellent monograph there are two 
chapters on tracheotomy covering its indications in 
disease associated with respiratory obstruction, as well 
as the technique of operation. 


Katz, M.D. 


Opiate Addiction. By Abraham Wikler, M.D. Fp. 72. Price, 
$3.00. Charles C Thomas, Springfield, Ill., 1952. 


Dr. Wikler covers thoroughly and technically opiate 
addiction from psychologic and neurophysiologic as- 
pects in relation to clinical problems. A wide and thor- 
ough knowledge of the subject matter is presented to 
the reader. The chapters dealing with the comparative 
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1. Kaufman,R., and Farmer,L.(1951) 
Norisodrine by Aerohalor in Asthma, 
Ann. Allergy, 9:89, Jan.-Feb. 

2. Swartz, H. (1950), Norisodrine 
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Inhalation in Severe Asthma, Ann. 
Allergy, 8:488, July-August. 

3. Krasno, L., Grossman, M., and 
Ivy, A. (1949), The Inhalation of 
1-(3’,4’-Dihydroxypheny!)-2- 
lsopropylaminoethanol (Norisodrine 
Sulfate Dust), J. Allergy, 20:111, 
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Many chronic asthmatics are being restored to normal 
activity by the potent bronchodilating action and 
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Before prescribing NORISODRINE, please write to 
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effects of opium, barbiturates, and alcohol are particu- 
larly outstanding and informative. 

This book emphasizes the importance of the cultural 
and individual background in drug addictions. Dr. 
Wikler cites the following excellent example: In the 
Orient, the use of opiates is condoned; whereas the use 
of alcohol is abhorred. In the Occident, opiates are con- 
demned, and alcohol is condoned. 

Dr. Wikler demonstrates that narcotic addiction, 
especially in the early stages, may be cured. 

He also points out that the prevention of opiate ad- 
diction is possible to a considerable extent from the 
physician’s standpoint, by the more judicious use of 
narcotics. In general, the use of the proper drug for the 
appropriate condition, will do much to prevent “med- 
ical” addiction. 

The author makes a plea that both the public and the 
physician recognize the fact that opiate addiction is an 
illness, the treatment of which requires the co-operation 
of the law, the psychiatrist, physician, and pharmacolo- 
gist. 

From the general physician’s standpoint, the author 
at times is somewhat overtechnical in his discussions. 
However, in sixty pages, he has submitted an unusually 
great amount of scientific and clinical material on opiate 
addiction. 

This book is highly recommended to all physicians in 
general practice. —Sam Gartan, M.D. 


Surgery of the Pancreas. By Richard B. Cattell, M.D. and 
Kenneth W. Warren, M.D. Pp. 374. Price, $10.00. W. B. 
Saunders Co., Philadelphia, 1953. 


The authors are widely known as surgeons with the 
Lahey Clinic. This exhaustive study of their experiences 
with diseases of the pancreas is one of their most com- 
plete and authoritative works. 

The physician in general practice might pass up a 
book like this with the excuse, “I'll never be doing 
surgery of the pancreas, anyhow.” It is the reviewer’s 
opinion that this volume could be profitably read by 
any physician who is seeing patients with pain in the 
abdomen, weakness, and fatigue. While it is true that 
the general practitioner does not have to know how to 
do pancreatic surgery, it is equally true that the well- 
qualified G.P. should be informed as to latest knowl- 
edge of pancreatic function, enzyme physiology, effects 
of diet, hormones, sulfonamides and antibiotics, and 
what possibilities are offered by the modern, well- 
trained surgeon to a patient suspected of having pan- 
creatic disease. 

Case studies are appropriately presented appending 
excellent chapters on (1) Congenital Malformations of 
the Pancreas; (2) Acute Pancreatitis; (3) Chronic Re- 
lapsing Pancreatitis; (4) Pancreatic Cysts; (5) Pan- 
creatic Injuries; (6) Islet-cell Adenomas and Hyper- 
insulinism; (7) Carcinoma of the Pancreas. 

The general practitioner should know what has been 
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done in this field and what hope today’s methods can 
offer his patients in diagnosis and treatment. The reader 
will probably find among the studies illustrating the 
subject matter of this book a case that parallels a prob- 
lem of his own. 

I am sure that an occasional patient is going to be 
benefited because some general practitioner read this 
excellent specialty volume written for the modern sur- 
geon. —Merritt Suaw, M.D. 


Man's Back. By Theodore A. Willis, M.D. Pp. 161. Price, 
$9.50. Charles C Thomas, Springfield, Ill., 1953. 


Here at last is a long-needed “bible” of the human 
back. It may be perused at length for one’s interest and 
edification, or it may serve as a ready and convenient 
reference when needed. This latter asset is made pos- 
sible by the integrity of the book’s subdivisions, the pre- 
cise expository writing style, the excellent technical 
quality of the illustrations, and the exhaustive—but not 
redundant—subject coverage. 

Before attempting to present his material on di- 
agnoses and treatment methods, the author carefully 
delineates the embryology and anatomy of the back, 
including vertebral anomalies and defects of develop- 
ment. This is followed by a thoughtful description of 
the mechanics of the back. For the general practitioner, 
however, the high points of this volume are represented 
by the chapters on injuries and diseases of the back, 
tumors of the back, scoliosis, and particularly chapter 
ten on the psychoneuroses and the ever-present problem 
of malingering. 

The book’s jacket deserves a special comment. It is in 
irreproachable taste—and is, in its color, design, and 
layout, a credit to both publisher and author. Further- 
more, this effect is not lost when the volume is opened. 
The paper is of fine quality and the type clear and read- 
able. 

The reviewer is left with the impression that the au- 
thor, writing with the orthopedic experience of many 
years behind him, is attempting to present material that 
has long needed to be co-ordinated and brought up to 
date in medical literature. And from the standpoint of 
the busy general practitioner who sees “back com- 
plaints” almost daily, this mission has been creditably 
accomplished. —I. Pumurs Frouman, M.D. 


Effective Inhalation Therapy. By Edwin Rayner Levine, M.D. 
Pp. 157. Price, $4.50. The National Cylinder Gas Co., 
Medical Division, Chicago, IIl., 1953. 

The various syndromes in which inhalation therapy 
plays an important role are ably described and dis- 
cussed here. The physiologic approach to these syn- 
dromes, with the techniques of administration of oxy- 
gen, carbon dioxide and helium-oxygen mixtures is pre- 
sented. The use of oxygen by inhalation methods to 
restore adequate function to organs impaired by lack of 
oxygen, and the hypoxia are discussed in clinical ill- 
nesses such as cardiac failure, coronary thrombosis, 


119 


Specific in Diagnosis. ‘The symptomatic response of 
acute gouty arthritis to the use of colchicine is both 
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asthma, atelectasis, pulmonary edema, emphysema, 
pneumonia, and cerebral thrombosis. 

The entire approach, including the glossary of terms, 
and the excellently executed illustrations, is nontech- 
nical. I believe that primarily this volume would be of 
aid to medica] students, nurses, and technical per- 


sonnel. 
—I. Puitups Frouman, M.D. 


Elementary Statistics with Applications in Medicine. By Fred- 
erick E. Croxton, Ph.D. Pp. 376. Price, $10.00. Pren- 
tice-Hall, Inc., New York City, 1953. 


Although this is an “elementary” text, it is not an 
easy book to digest. It is admirably suited as a text- 
book in a course on medical statistics. But for the 
*idle” reader, this is a tough book. The author is 
obviously an expert and writes and illustrates his points 
well, 

The book does emphasize the value of the various 
statistical methods. It points up the worthlessness of 
many articles published without adequate statistical 
analysis, and if digested, would make better critics of 
us—the readers of medical literature. 


-—N. J. Cotsonas, Jr., M.D. 


Nomenclature and Criteria for Diagnosis of Diseases of the Heart 
and Blood Vessels. By The Criteria Committee of the 
New York Heart Association, Inc. Pp. 359. 5th Ed. Dis- 
tributed by American Heart Association, New York, 1953. 


This latest edition of Nomenclature and Criteria has 
been extensively revised and considerably expanded. 
It includes an entirely new section, prepared under the 
direction of Dr. Irving S. Wright, on the subject of 
peripheral vascular diseases. The sections on roent- 
genology, electrocardiography, and congenital anoma- 
lies particularly show the effects of careful revision. 

For the practicing physician, this book is a means 
for acquiring precision in use of diagnostic terms for 
cardiovascular disorders. It is indispensable for those 
physicians who work in hospital clinics or wards, espe- 
cially if this includes contact with medical students and 
hospital trainees. For medical students, Nomenclature 
and Criteria can also serve a valuable purpose as an 
introduction to clinical cardiology. It might well be 
included in the booklist for the sophomore year in 
medical school—a time when students gain their first 
important clinical contacts in connection with physical 
diagnosis. 

—Hucu H. Hussey, M.D. 


Shame and Guilt, a Psychoanalytic and Cultural Study. By 
Gerhart Piers, M.D. and Milton B. Singer, Ph.D., Pp. 
86. Price, $3.25. Charles C Thomas, Springfield, IIl., 
1953. 


The reviewer is still asking himself, ‘Why was this 
book written?” Not for G.P.’s, surely! 
—Merrit Suaw, M.D. 
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The Normal Child. By Ronald S. Illingworth. Pp. 342. Price, 
$6.00. Little, Brown and Co., Boston, 1953. 


There is probably no clinical specialty in which one 
deals with the well individual so frequently as in pedi- 
atrics. In fact, well child care constitutes a major portion 
of pediatric practice. Dr. Illingworth discusses the well 
child from the day of birth to 3 years of age under four 
major headings—feeding problems, physical problems, 
developmental problems, and behavior problems. His 
familiarity with his subject is manifest by his scholarly 
presentation, and his personal knowledge is supple- 
mented by referral to a voluminous bibliography. The 
sections on feeding problems and physical problems are 
certainly worth while and form an excellent body of ref- 
erence material. All the section on developmental prob- 
lems and most of that on behavior problems are as read- 
able as a who-done-it and as common sense as blue jeans. 

There are discussions on a few subjects which stand 
out in particular because of the author’s strong feelings 
regarding them. For example, his arguments in favor of 
breast feeding are exhaustive and convincing, and he 
finally emphasizes his points by saying that “any diag- 
nosis that breast milk does not suit a baby is always 
wrong. ... Analysis of the mother’s milk on account of 
feeding difficulties is a waste of time. . . . The reason for 
the child’s symptoms should be sought elsewhere.” He 


continually stresses conservatism when assessing norms, 


but his book is filled with numerous tables. For example, 
the chapter on assessment of physical development has 
the accepted normals, but he concludes with a statement 
that, “‘of far, far greater importance than his weight and 
height are his well-being, abundant energy, happiness,” 
etc. Normal findings, such as those of the skin, the eyes, 
the genitalia, etc., are mentioned. The chapter on pre- 
vention of infection is very interesting and portions of it 
would lead most of us to change several of our present 
practices, particularly with regard to immunization, if 
we are convinced on some of the matters presented here. 
For example, ‘ton no account, therefore, should the vac- 
cine (smallpox) be given in children with a past or fam- 
ily history of fits.” 

The section on developmental problems, in addition 
to being readable, leaves one with the feeling that Dr. 
Illingworth is indeed qualified to make the statement 
that “in my opinion it is unquestionably possible to di- 
agnose mental deficiency in the first year of life.” He 
makes no claim to prediction of personality or character, 
and, indeed, is satisfied that this cannot be done! “All 
parents,” he says, “take a risk in having children. . . 
Those who are about to adopt children have to take a 
risk. . . . If they are not willing to take that risk, they 
should not consider adoption.” Then the normal course 
of development from birth to 3 years of age is skillfully 
presented and is followed by a discussion of factors 
which influence development. He emphasizes that men- 
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tal deficiency must never be diagnosed on the basis of 
retardation in any one field, but he does stress the im- 
portance of the correlation between the rate of learning 
speech and the intelligence. 
This is an outstanding book which anyone who deals 
with children will be happy to own, read, and use. 
—Kerrn Hammonp, M.D. 


Nervous System. By Frank H. Netter, M.D. Pp. 143. Price, 
$6.00. Vol. 1. The Ciba Collection of Medical Illustra- 
tions. Commissioned and Published by Ciba Pharmaceu- 
tical Products, Inc., Summit, New Jersey, 1953. 


Ciba Pharmaceutical Products, Inc., proposes to 
issue several volumes of medical illustrations detailing 
the anatomy and pathology of the major systems of the 
body. The first in the series is devoted to the nervous 
system. 

In essence, the volume consists of many superbly 
drawn illustrations with accompanying descriptions by 
practicing specialists in this field. 

The text is divided into five sections each compre- 
hensively presented. The sections are on the anatomy 
of the spine and central nervous system; functional 
neuroanatomy; the autonomic nervous system; and 
the pathology of the brain and spinal cord. The descrip- 
tive texts accompanying each illustration by Dr. Netter 
are written by eminent specialists in their respective 
neurologic fields. 

Dr. Frank Netter, the artist whose brush is respon- 
sible for this magnificent work, has a reputation second 
to none in this field. The excellent quality and accuracy 


of his beautiful illustrations are well known to the: 


medical profession today. 

To most students and to many practitioners the nerv- 
ous system is a field of medicine shrouded in mystery, 
to be avoided and left to the practicing neurologist. 
This medical publication will do a great deal to simplify 
this complex subject. Even complicated nuclear posi- 
tions, fiber tract distribution, and three dimensional 
spatial relationships are clearly explained and easily 
understood by means of visual aid. Nowhere can the 
value of illustrations be more appreciated than in the 
study of anatomy, particularly the anatomy of the cen- 
tral nervous system. 

It would be a difficult task to attempt to individualize 
on the merits of the illustrations, for all are of excellent 
quality. The section devoted to functional neuroanat- 
omy may be mentioned, since its task is a particularly 
difficult one. Plate 38, showing the optic tracts and 
visual fields, is particularly useful for localizing lesions 
involving this system. The auditory and vestibular ap- 
paratus is beautifully illustrated in plates 39 and 41. 
The cerebellar connections are clearly represented by 
plates 45 and 46, and a confusing subject is rendered 
easily comprehensible. The descriptive texts, which, 
through necessity, are short, are self-explanatory and 
written in a style which is easily understood. 
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Lavish use is made of color to impress the illustra- 
tions on the memory. This book will prove an invalu- 
able aid to the interpretation and study of the pathology, 
physiology, and anatomy of the central nervous system. 
Congratulations are due to Dr. Netter, to the con- 
tributors, and to Ciba Inc. for this valuable text. 

It can be thoroughly recommended to all members 
of the profession and particularly to students. 

—Raymonp R. Strranc, M.D. 


Diseases of the Digestive System. By Sidney A. Portis, M.D. 
Pp. 1,119. Price, $20.00 3rd Ed. Lea & Febiger, Phila- 
delphia, 1953. 


The Portis book is already familiar as an authorita- 
tive text on diseases of alimentation, and is known 
through its first two editions as an unusually readable 
treatise on a very large subject. 

A little history, a generous amount of physiology, 
and a consideration of the emotional aspects of digestive 
conditions serve as prefatory chapters to those dealing 
with definitive diseases or with organs. 

One of the objections to texts written by many authors 
is the impression of a haphazard collection of loosely re- 
lated chapters, each with a different style, a different 
method of attack. It can hardly be by accident that this 
book “hangs together,” for the transition from one 
author to another is neither abrupt nor obvious. 

Those general men who remove appendices can take 
heart from Dr. Wangensteen’s remarks and feel less like 
submitting a routine apology with the pathologist’s 
specimen. 

Global wars add much to medical knowledge, and 
this third edition has been revised to include important 
advances. I was impressed with the chapter on viral 
hepatitis, a disease of increasing significance. 

New chapters on needle biopsy of the liver, sulfona- 
mides and antibiotics, hyperinsulinism, and fatigue in- 
crease the scope and value of this volume. 

There is enough discussion of techniques, methods, 
and surgery so that, while no pretense is made at being 
a text on these matters, a general familiarity with them 
may be advanced. —Francis T. Hopces, M.D. 


1953 Medical Progress. Edited by Morris Fishbein, M.D. 
Pp. 301. Price, $5.00. The Blakiston Company, New 
York, 1953. 


This book has divided medicine and surgery into 
sixteen categories, with an authority discussing each 
one. The book is supposed to represent a review of 
medical advances during 1952; however, most of the 
advances and changes in treatment discussed cover a 
period of from three to ten years. Some of the sections 
are highly theoretical and technical, with very little 
practical application. To an informed general practi- 
tioner, this book would have very little practical value. 

—James D. Murpny, M.D. 
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Diseases of the Heart and Arteries. By George RK. Herrmann, 
M.D. Pp. 652. Price, $12.50. 4th Ed. The C. V. Mosby 
Co., St. Louis, 1952. 


This is the fourth edition of this book which has been 
revised and brought up to date. 

The text discusses the anatomical and functional 
disturbances of the circulation and treatment of the 
various entities. Dr. Herrmann classifies the diseases of 
the heart and arteries and discusses the less serious as 
well as the more serious, physiologic, psychogenic, and 
also functional derangements. 

This is one of the most complete and satisfying texts 
on this subject to be found. 

—ArTHUR N. Jay, M.D. 


Physiological Bases of Gynecology and Obstetrics. By S. R. M. 
Reynolds, Ph.D. Pp. 153. Price, $5.50. Charles C 
Thomas, Springfield, Ill., 1952. 


For the physiologist and the gynecotokologist (a word 
the author has employed to designate one who practices 
gynecology and obstetrics) Dr. Reynolds has prepared 
a brilliant series of lectures. Good size print and 
many topic headings contribute to easy reading. The 
“conclusion” of each chapter, however, is merely an 
ending, rather than a summary of the preceding material. 

The author presents facts and suppositions in an effort 
to explain some of the mysteries of the female, such as 
uterine contraction, abnormal labor, actions of steroid 
hormones, and endocrine effects of hysterectomy. He 


makes this statement: ‘The primary action of estrogen 
is to augment the contractile power of the myometrium.” 
This, of course, is quite controversial in most circles. 
The general practitioner will profit by studies such as 
those presented here when the facts become part of gen- 
eral medical knowledge, but this book will not be ear- 
marked for use in the G.P.’s office in everyday practice. 
—Van D. Goopatt, M.D. 


Endocrinology in Clinical Practice. Edited by Gilbert S. Gordon, 
M.D. and H. Lisser, M.D. Pp. 407. Price, $10.50. The 
Yearbook Publishers, Inc. Chicago, 1953. 


The Medical Extension Division of the University of 
California School of Medicine presented an extensive 
postgraduate course in clinical endocrinology, in 1952; 
the present volume is the “counterpart, in print” of this 
course. Twenty-eight of the thirty contributors were 
members of the University of California faculty. The 
purpose of the book is to give the practicing physician 
not only a digest of current thought on endocrine dis- 
orders, but also a basis for the use of endocrine products 
in other diseases. This is not a textbook suitable for 
medical students, but is rather a-refresher course for 
home study, and as such it is quite satisfactory. Many 
physicians will wish it were more complete in its cover- 
age not only of clinical problems, but also of matters of 
basic physiology which have been developed since most 
of today’s general practitioners were graduated. 

—Jersse D. Risinc, M.D. 
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ALSO RECEIVED 


Although GP endeavors to publish as many reviews of books 
as possible, space will not permit the review of all books re- 
ceived from publishers. 


The Medical Clinics of North America. Prolonged Iliness. 
Pp. 629-952. W. B. Saunders Co., Philadelphia, 1953. 


The Wechsler-Bellevue Scales. A Guide for Counselors. 
By C. H. Patterson. Pp. 146. Price, $3.75. Charles C 
Thomas, Springfield, Ill., 1953. 


Alcoholism Research Foundation Second Annual Report. Period 
Ended December 31, 1952. The Alcoholism Research 


Foundation, Toronto, Ontario. 


Twenty-Five Years of Sex Research. History of the National Re- 
search Council Committee for Research in Problems of 
Sex. 1922-1947. By Sophie D. Aberle and George W. 
Corner. Pp. 248. Price, $4.00 W. B. Saunders Co., 
Philadelphia, 1953. 

The Founders of Neurology. Edited by Webb Haymaker, M.D. 
Pp. 479. Price, $10.50. Charles C Thomas, Springfield, 
Ill., 1953. 

Problems of Infancy and Childhood. Edited by Milton J. E. 
Senn, M.D. Pp. 160. Price, $2.50. The Josiah Macy, Jr., 
Foundation, New York, 1953. 

A Policy for Scientific and Professional Manpower. By The Na- 
tional Manpower Council. Pp. 263. Price, $4.50. Colum- 
bia University Press, New York, 1953. 


Lectures on the Scientific Basis of Medicine. British Postgraduate 
Medical Federation, The University of London. Pp. 396. 
Price, $6.00. Vol. I, 1951-52. John de Graff, Inc., New 
York City, 1953. 

May's Manual of Diseases of the Eye. Edited by Charles A. 
Perera, M.D. 21st Ed. Pp. 512. Price, $5.00. The Williams 
& Wilkins Company, Baltimore, 1953. 


The Medical Clinics of North America. Michael G. Wohl, M.D., 
Consulting Editor. Pp. 328. W. B. Saunders Co., Phila- 
delphia, 1953. 


Syphilitic Optic Atrophy. By Walter L. Bruetsch, M.D. Pp. 138. 
Price, $5.50. Charles C Thomas, Springfield, Ill., 1953. 


Health Saboteurs. By Robert William Davis, M.D. Pp. 306. 
Price, $4.00. Pageant Press, New York, 1953. 

Textbook of Pathology. By William Boyd, M.D. Pp. 1,024. 
Price, $12.50. 6th ed. Lea & Febiger, Philadelphia, 
1953. 

Live and Help Live. By Ruth Goddard, Edwin D. Martin, and 
Lewis Spears. Pp. 306. Banks, Upshaw & Co., Dallas, 
Texas. 

Managing Your Coronary. By William A. Brams, M.D. Pp. 
158. Price. $2.95. J. B. Lippincott, Philadelphia, 1953. 
New and Nonofficial Remedies, 1953. Council on Pharmacy 
and Chemistry of the American Medical Association. 
Pp. 623. Price, $2.65. J. B. Lippincott, Philadelphia, 

1953. 

Personality Manifestations in Psychosomatic Iliness. By O. Spur- 
geon English, M.D. P. 57. Price, $1.00. Edward Stern & 
Co., Inc., 1953. 


Visceral Circulation. Edited by G. E. W. Wolstenholme. A 
Ciba Foundation Symposium. P. 278. Price, $6.50. Little, 
Brown & Co., Boston, 1953. 
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reinforced action 
in common infections 


antibiotic action of erythromycin 
chemotherapeutic 
effect of triple sulfonamides 


valuable especially in staphylococcal, 
streptococcal, and pneumococcal 
infections 


Each tablet contains 
thromycin . . . 100 mg. 

Sulfadiazine . . . 0.083 Gm. 

Sulfamerazine . . 0.083 Gm. 


Sulfamethazine . 0.083 Gm. [Upjohn | 
TRADEMARK 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


Utility 
Shoulder Splint 


Provides immobilization 
with maximum patient 
comfort. Easy to apply, 
adjustable. Proven supe- 
rior in hundreds of cases 
of acromioclavicular sep- 
aration. 


Write for reprint, “A 
Utility Shoulder Splint" 


De Puy Assorted Finger 
Splints—a handy assorted 
box that helps you keep 
in full supply, saves you 
money. 


Write for details and FRACTURE CATALOG. 
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refreshing 
comfort 
for patients 
with 

cold 
grippe 
flu 


new 


APAMIDE-VES 


TRADEMARK 
(Buffered N-acetyl-p-aminophenol, Ames, 0.3 Gm.) 


2 he 
P50 6 
co 


delightful 


effervescing 
acts more rapidly ; 
assures fluid intake and analgesic- 
antipyretic 


® provides protective 
alkaline factor 


e notably well-tolerated 


overcomes objections 
to tablet or capsule 


A pamide-Ves 
promptly reduces fever and 
relieves the headache, 
myalgia, grippal aches and 

e safer control—Kyonly pains, and malaise associated 
with the common cold. 


note: Apamide-Ves offers your arthritic 
and rheumatic patients a pleasant, extremely effective, 
new analgesic. It is especially useful for those 
intolerant to salicylates. 

Average Dosage: Adults—1 or 2 tablets in glass of water 
every four hours; to be taken after tablet dissolves 

and while solution is bubbling. Not to exceed 10 tablets 
in 24 hours. Children over 5—¥2 or 1 tablet 

in glass of water every four hours; not to exceed 

4 tablets in 24 hours. 

Availability: Box of 50, individually foil-wrapped tablets. 


Samples and literature upon request. 


AMES 


COMPANY, INC - ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 51753 
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-SMOOTH, RAPID INDUCTION...SHORT, PLEASANT RECOVERY with 


PEN TOLHAL soprum 


(Sterile Thiopental Sodium, Abbott) 


Ultra-short-acting barbiturate for intravenous anesthesia 


LAURA JEAN ALLEN 


NEW l6mm. FILM—A 35-minute sound and color movie, “Intravenous 
From Nearly 2,000 


Published Reports 
... A World-Wide Reputation 


Anesthesia with Barbiturates,” produced under the direction of 
American Society of Anesthesiologists and American College of Surgeons, 
is available on request to Abbott Laboratories, North Chicago, Illinois. 


1-28-53 


V2 wig 


PAIN...NO MEMORY 


For literature ““PENTOTHAL Sodium by 
Rectum” . . . results from nearly 4,000 
cases ... write Abbott Laboratories, 
North Chicago, Illinois 


Traumatic IMPRESSIONS of surgery’s gowned figures 
and ominous-looking equipment need not haunt your 
pediatric patients. After rectal administration of 
PENTOTHAL Sodium, your little patients drop off to sleep 

in their own hospital beds before the operation, awake 
there afterward. 

If general anesthesia is desired, Rectal PENTOTHAL reduces 
the dosage of inhalation agents. Emergence delirium and 
post-anesthetic nausea are minimized. Controlled, individu- 
alized dosages permit levels from preanesthetic sedation 
to basal anesthesia . . . and with a relatively wide margin 
of safety. Rectal PENTOTHAL may serve as the 
sole agent in a variety of short, minor procedures. t 


(Thiopental Sodium, Abbott) 
by Rectum 
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Cleveland Assembly Starts Monday Program on High Note 


a year and a half in advance of the scheduled 
meeting date, the Committee on Scientific Assembly 
began its plans for the Sixth Scientific Assembly in 
Cleveland, with the fixed intent to make the pro- 
gram for that meeting the most outstanding in the 
Academy’s history. If the subjects and speakers who 
will constitute the “bill of fare” the first day are any 
gauge of what will be offered the balance, then the 
committee has more than met its objective. 

The opening address gives immediate evidence of 
the intent to have nothing but the best, for the com- 
mittee went right to the top of the medical ladder 
and picked Dr. E. J. McCormick, president of the 
American Medical Association. Dr. McCormick will 
speak on “The Physician as a Citizen.” Basing his 


GP « November, 1953 


arguments on the regrettably sound premise that 
‘too many physicians have been isolationists within 
their communities,”” Dr. McCormick will delineate 
the various areas of civic and social contact wherein 
the man of medicine has community opportunities 
and responsibilities. He will go still a step further to 
show how this civic participation can rebound to 
personal benefit. 

The second outstanding name to appear on the 
opening session is that of Dr. Roscoe L. Pullen, 
brilliant young Dean of the expanding School of 
Medicine at the University of Missouri. From the 
vantage point of leadership of an institution acutely 
concerned with the grass roots aspects of medicine, 
Dr. Pullen has chosen as his subject the challenging 


— 
: 
4 
see Dr. Rusk. Dr. Hughes. Dr. McCormick. 
131 


Stuart 


Lipotaine | 


BETAINE 
CHOLINE 
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VITAMIN By 


CALIPORNIA 


The more effective lipotropic combination — betaine, choline, 
liver and Bi2 - in a pleasant tasting, well-tolerated liquid. 
Permits massive therapeutic dosage or low cost maintenance 
dosage. Supplied in pints. Also available in capsule form. 
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question: “Why Train for General Practice?” He 
proposes to examine the corpus of this particular 
member of the medical family, to outline what makes 
it tick, and to determine whether changes in its 
adolescent environment and training might make it 
a healthier, better functioning entity. It promises to 
be an invigorating, as well as entertaining, thirty 
minutes. 

This early afternoon trilogy of professional soul- 
searching will be completed by Dr. Joseph Hughes, 
professor of psychology at Woman’s Medical Col- 
lege, Philadelphia. In addition to being one of the 
most interesting speakers ever to appear before an 
Academy Assembly, Dr. Hughes will have some 
substantial ideas for us to digest. We are assured 
that his talk will avoid both the sonorous generali- 
ties which the title might suggest and the theoretical 
wanderings into psychiatry which his medical 
school duties might imply. Dr. Hughes has a down- 
to-earth concept of the much discussed “teen age 
problem’’—out of which he will give us some down- 
to-earth suggestions on what we can do about it. 
Your wife will also enjoy this one. 


Rusk To Present Live Clinic 


Following the midafternoon recess, you will at- 
tend the first live clinic in the history of the Assem- 
bly. It will be presented by a man who has twice 
already won the plaudits of Assembly audiences— 
Dr. Howard Rusk—who, as everyone knows, is 
Director of the N.Y.U.-Bellevue Medical Center of 
Rehabilitation and Physical Medicine. For the last 
hour, with the assistance of Cleveland rehabilitation 
specialists, Dr. Rusk will present, on the stage, a 
series of hemiplegic and paraplegic cases and dem- 
onstrate the techniques whereby these patients— 
once considered hopeless and doomed to custodial 
care—have been taught ambulation, self-care and 
continence. He will show how the general practi- 
tioner and the family, by co-ordinated effort, can 
enable 30 to 60 per cent of these people to return to 
gainful work. 

As many of you know, Dr. Rusk’s presentations 
are as dynamic and attention-holding as are his 
theories and methods in approaching these prob- 
lems of severe disability. His clinic will be a fitting 
climax to a stellar opening day of the 1954 Scien- 
tific Assembly. 


REMEMBER AND RESERVE THE DATES (MARCH 22-25) 


FOR THIS SCIENTIFIC PROGRAM WHICH WILL BE HELD 
IN Pustic AuprroriuM, CLEVELAND, OHIO. 
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PURODIGIN 


is 
crystalline 


digitoxin.. . . the only 


digitalis material that gives 
you strict control over the 
intensity of its action when 


you give it by mouth. 


Every time you give a dose of digitoxin by 
mouth, you can depend on it to produce the 
same effect as if it were given by vein. None 
of its activity is lost through imperfect or 
variable utilization. 

No other digitalis material behaves in this 
predictable manner. 

With all other digitalis materials, the oral 
dose must be far greater than the intravenous 
dose to produce an equivalent effect. You 
must give an extra quantity by mouth in an 
effort to anticipate the loss of activity that 
always results from the imperfect and vari- 
able utilization of those materials. And you 
can never be certain that the effect produced 
will correspond exactly to the dose given. 


Only with digitoxin can you depend on 
an oral dose to give you exactly the intensity 


of action you desire. 


Tablets of: 0.05, 0.1, 0.15 and 0.2 mg. 


PURODIGIN 


Crystalline Digitoxin 


Wigeth 


Philadelphia 2, Pa. 
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Make your Hotel Reservations carly 


American Academy of General Practice 
1954 Scientific Assembly 


The Academy meets in Cleveland in 1954 _ have first choice on the best rooms in the 
with the biggest anticipated registration better hotels. For the finest program yet 
in its history. This means that the physi- _ offered at any Annual Assembly. . . for the 


cian who makes his reservation early will most valuable four days you ever spent... 


By all means come to Cleveland... 


BUT REMEMBER — 


® Assignment of rooms will be made in the order re- e State officers and delegates must make their own 
ceived. reservations. 

® All assignments will be through the Cleveland Hous- ®Be sure to indicate definite arrival and departure 
ing Bureau. time, also names of room occupants. 

*No “headquarters” hotel—Academy headquarters = aj registration (except delegates) at Public Audi- 
will be at Public Auditorium. torium 10:00 A.M. to 5:00 P.M. Sunday, March 21, 


® Delegates and distinguished guests may specify the and beginning at 9:00 A.M. on Monday. Meeting 
Cleveland Hotel. . ends at noon, March 25. 


MAP OF DOWNTOWN CLEVELAND 


Z 1. Union Station— 
; Terminal Tower 


2. Public Auditorium 


N 


SA 


3. Stadium—Home of the 
Indians and the 
Browns 


4. Allerton Hotel 
5. Auditorium Hotel 


6. Carter Hotel 
7. Cleveland Hotel 
8. Colonial Hotel 
9. Hollenden Hotel 
10. New Amsterdam Hotel 
11. Olmstec’ Hotel 
12. Statler Hotel 


Courtesy of the Commercial Survey Co. 


USE THIS CONVENIENT 
HOTEL RESERVATION FORM 
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APPLICATION FOR HOUSING ACCOMMODATIONS 
SIXTH ANNUAL SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF 
GENERAL PRACTICE 
CLEVELAND, OHIO MARCH 22-25, 1954 


For your convenience in making hotel reservations for the coming meeting of the AMERICAN ACADEMY 
OF GENERAL PRACTICE ON MARCH 22-25, 1954 in Cleveland, hotels and their rates are listed below. 
Use the form at the bottom of this page, indicating your first, second and third choice. Because of the 
limited number of single rooms available, you will stand a much better chance of securing accommodations 
of your choice if your request calls for rooms to be occupied by two or more persons. All reservations 
must be cleared through the housing bureau. ALL REQUESTS FOR RESERVATIONS MUST GIVE 
DEFINITE DATE AND HOUR OF ARRIVAL AS WELL AS DEFINITE DATE AND APPROXIMATE 
HOUR OF DEPARTURE, ALSO NAMES AND ADDRESSES OF ALL PERSONS WHO WILL OCCUPY 
RESERVATIONS REQUESTED MUST BE INCLUDED. 


*HOTEL ROOM RATES 
Singles Double Twin-Bedded Suites Singles Double  Twin-Bedded Suites 
ALLERTON HOLLENDEN 
1802 E. 13th St.... $5.00- 9.00 $7.00- 9.00 $8.00-11.00 $13.00-20.00 610 Superior Ave. $4.50- 8.00 $7.00-12.50 $9.00-16.00 $18.00-30.00 
AUDITORIUM 30.00-55.00 
1315 E. 6th St.... 4.50- 8.00 7.00-10.00 10.00-11.00 ~25.00 


OLMSTED 
Superior & E. 9th. 4.25- 8.00 7.00-10.00 8.00-10.00 -20.00 


CARTER STATLER 
Prospect & E. 9th. 4.75- 8.00 7.25-11.00 850-1250 22.00-45.00 12th.. 5.50- 9.50 8.50-12.50 10.50-16.00 23.00-29.00 


CLEVELAND 
Public Square. ... ( 5.50-10.00 8.50-10.00 11.50-16.00 24.00-35.00 
38.00-50.00 


No Rooms available. Reserved for Delegates and 
Distinguished Guests. 
*The above quoted rates are existing rates but are, of course, subject to any change which may be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO: MARCH 1, 1954 


A.A.G.P. Housing Bureau 
511 Terminal Tower 
Cleveland 13, Ohio 


Please reserve the following accommodations for the Sixth Annual Assembly of the AMERICAN ACADEMY OF GENERAL PRACTICE in 
CLEVELAND, OHIO on MARCH 22-25, 1954: 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 


porn room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 


If the hotels of your choice are unable to accept your reservation 
the Housing Bureau will make as good a reservation as possible 
elsewhere providing that all hotel rooms available have not al- 
ready been taken. 


You will receive confirmation directly from the hotel. 


= hour...+.+++++A.M...++++++++P.M. Hotel reservations will be held until 6:00 P.M. unless otherwise notified. 
(Individual Requesting Reservations—Please print or type) 


convenient. 
effective 


Now, at work or play, 
patients with stuffy noses 
can carry the 
new Privine Nebulizer 
in purse or pocket. 
They spray so they 
can breathe comfortably. 
e fine mist penetrates 
o the nasal passages 
or relief of nasal congestion— 
nt, prompt, prolo 


15 cc. of 0.05 per cent solution. 
Same composition and 
therapeutic advantages as 
Privine Nasal Solution 

widely prescribed in 

drop dosage. 


Ciba Summit, New Jersey 


HYDROCHLORIDE (warHazoune YDROCHLORIDE cipa) 2/1e49m 
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Sixth Annual Scientific Assembly—Program of Events 


SCHEDULE OF EVENTS 


—Board of Directors 


Friday, March 19 


—Joint meeting, Board of Directors, Committee on Scientific 

Assembly, and Local Arrangements Committee 10:00 a.m. 

Registration for delegates and officers at headquarters hotel 10:00 a.m. 
Luncheon, Board, Scientific Assembly and Local Arrangements 


Saturday, March 20 


Committees 


Congress of Delegates convenes 
Congress of Delegates recess 5:00 p.m. 


Reference Committees 


Sunday, March 21 —Reference Committees 
Registration for exhibitors and members at auditorium 10:00 a.m. 
Ladies Registration 1:30 p.m. 


Congress of Delegates convenes 


Monday, March 22. —Registration for members at auditorium 


Congress of Delegates convenes 9:00 a.m. 
Ladies’ Registration 9:00 a.m. 
Scientific Assembly opens 1:00 p.m. 


State Officers’ Dinner 


Tuesday, March 23. —Scientific Assembly 
Ladies’ Luncheon and Fashion Show 


Delegates’ Dinner 


Wednesday, March 24—Scientific Assembly 


Ladies’ Tea and Tour 


President's Reception and Dance 


Thursday, March 25 —Scientific Assembly 
Scientific Assembly closes 12:00 m. 


Board of Directors 
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op Efficiency 


plus smooth muscle relaxation in biliary tract disorders with 


Cholan 


A MALTBIE LABORATORIES, INC. - NEWARK I, N, J. 
{ \Y Maltbie ... . first to develop American process for converting 
{ crude viscous ox-bile into chemically pure dehydrocholic acid 
Each tablet contains: Dehydrocholic acid Maltbie................. .250 mg. (3% gr.) 


Homatropine methylbromide 2.5 mg. (1/24 gr.) 
Phenobarbital 8 mg. (4% gr.) 


EFFECT EFFICIENCY COMMENT 


Promotes evacuation 
of the gallbladder + 


Utilizes only bile of normal viscosity 
present in the gallbladder 


Stimulates secretion . 
of normal bile + + mye — amounts of bile of nor- 
by the liver oF 
Stimulates secretion Utilizes copious amounts of free-flowing 
of fluid bile 


ttt 


bile — adequate in absence of spasm of 
sphincter of Oddi 


by the liver 


Stimulates secretion 
of fivid bile by the 
liver, and relaxes 

sphincter of 

CHOLAN HMB Oddi spasm 


Utilizes copious amounts of free-flowing 
bile and relaxes smooth muscle spasm for 
greater therapeutic efficacy 
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Rehabilitation Program for South Korea 
Reported on by Dr. Howard A. Rusk 


One of the principal speakers on the opening day of 
the Academy’s Sixth Annual Scientific Assembly in 
Cleveland next March, Dr. Howard A. Rusk of New 
York City, recently returned from Korea where he 
has been a member of the American-Korean Foun- 
dation Mission touring Korea for a study of health, 
housing, social welfare, and rehabilitation problems. 

Dr. Rusk, who is director of the Institute of Phys- 
ical Medicine and Rehabilitation in New York, re- 
ports that a three-point program of rehabilitation 
and social welfare for South Korea has been set up. 

Competent doctors have been lent by the South 
Korean Ministry of Health to head teams to deal 
with tuberculosis control and the treatment of lep- 
rosy. He termed this “ta major step forward in Ko- 
rean rehabilitation.” 

The second point in the program is the creation 
of the first school of public health ever to be set up 
in Korea which began operation in September. The 
school will function as a clearing house for modern 
improvements on public health as practiced in the 
western world and transplanted in practical form 
for use in Korea. 

The third effort will be in finding parents for 
about 100,000 known orphans in South Korea. Dr. 


Rusk said it is hoped that many parents and chil- 
dren who were separated during the panic of flight 
from bombings may be united. Plans are also being 
made for a central institution for placing orphaned 
children in private homes. 


Six States Represented at Southeastern 
Regional Education Meeting in Atlanta 


Tue Southeastern Regional meeting of the Commis- 
sion on Education held August 22-23 in Atlanta, 
Ga., had representatives from all six states in the 
area, Dr. Albert S. Dix, regional advisor who served 
as chairman, announces. 

The Commission chairmen from Alabama, Flori- 
da, Georgia, North Carolina, and Virginia and Dr. 
H. M. Whitworth, the secretary-treasurer of the 
South Carolina chapter, served as representatives 
for the southeastern states. 

Other special guests were Dr. Peter Hydrick, 
president of the Georgia chapter, Dr. John E. 
Foster, president-elect of the Alabama chapter, Mr. 
W. A. Dozier, Jr., executive secretary of the Ala- 
bama chapter, and representatives from the Medical 
College of Alabama, Birmingham; Medical College 
of Georgia, Augusta; Emory University School of 
Medicine, Atlanta; and City Hospital and Mobile 
Infirmary, Mobile. Mr. Dozier acted as secretary. 


Representing the Southeast. Af a recent regional meeting in Atlanta of the Commission on Education the following persons were 
among those participating. Seated left to right are: Drs. J. J. Durett, R. Hugh Wood, Mary Elizabeth Johnston, Albert S. Dix, and Walter 
J. Glenn. Standing left to right are: Drs. Rufus F. Payne, Earl B. Wert, H. M. Whitworth, W. J. May, M. F. Simmons, and Mr. W. A. Dozier, Jr. 
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Saf 
ety of self administration 


Confirmed in obstetrics 


D., in a es 
Gynecological 


occurs, 
University Inhaler (Model-M) 
Recommended for use with ‘‘Trilene”’ 
obstetrics and surgery, the ‘‘Duke"’ U 
_ versity Inhaler is specially designed for 
economy, facility of handling and 
anesthets; control of vapor concentration. can 
brand of highly operated with ease and efficiency by 


contai (Blue), Purified | adult or child in the doctor's office, in 
ce, Upplied in 


RECENT STUDY PRoves | 
Sesia self administereg With the “Duke” 
ally high Margin of Safety fo, both 
mother anq infant, and Provides ease of 
Flowers, Jr., M. 
| before the Broo 
‘ | Ciety, 
| In the 602 cases reviewed, no increaseg 
tendency to Postpartum hemorrhage or on 
Other obstetric complication Was noted ; 
J the incidence of Spontaneous breathing 
in the infants Was €ssentially the Same 
as that of a Substantia] contro] 8roup 
where the Mothers received no Medica- 
tion; Telief of Pain was highly Satis- a 
factory; Patient Cooperation Was note. ae 
Worthy, 
These findings are Consistent with the — 
Published record of effectiveness and 
Safety of “Trilene” inhalation analgesia 
in obstetrics, 4S Well as in many Surgica] ne 
Procedures Such as reduction of frac. ie 
: tures, removal of Painfy] dressings, in-| 
Cision and drainage of abscesses. ; 
Self administereg With the “Duke” 
re University Inhaler, “Trilene” analgesia ; 
) Tis usually marked by smooth and rapid 
induction With minimum or no logs of | 
Consciousness Inhalation, is inte 
if 
Duke formation on “Trilene” hospital. 
or the “Duke” University Inhaler, Please : 
Write to Ayerst, McKenna & Harrison 
Limited, 29 East 40th Street, New York Ms my 
16, N. |, Canada 
| York, N. Y. + Montreal, 
ork, N. 
& Harrison Limited 3 
McKenna 


Chairmen of the state committees who gave re- 
ports on their states” activities were Dr. Dix of Mo- 
bile, Ala., Dr. Walter J. Glenn of Ft. Lauderdale, 
Fla., Dr. M. F. Simmons of Decatur, Ga., Dr. W. j. 
May of Winston-Salem, N. C., and Dr. Mary Eliza- 
beth Johnston of Tazewell, Va. 

The Medical educators who participated were 
Dr. James R. Garber and Dr. J. J. Durrett of Med- 
ical College of Alabama, Dr. Rufus F. Payne from 
Medical College of Georgia, Dr. R. Hugh Wood of 
Emory University and Dr. Earl B. Wert represent- 
ing the two hospitals. These men presented current 
changes in medical school teaching, views on pre- 
ceptorships, postgraduate programs, and the hos- 
pital as the continuing medical school for the prac- 
ticing physician. 


Large Attendance at AMA's Annual 
Public Relations Institute in Chicago 


More than 400 press and public relations directors 
and executive secretaries of county and state medical 
societies and several national organizations gathered 
in Chicago the first of September for a two-day Pub- 
lic Relations Institute of the A.M.A. Leo E. Brown, 
director of the A.M.A.’s department of public rela- 
tions, was in charge of the annual institute. 

As television has become more and more a house- 
hold necessity, much of the program was aimed at 
the way medicine can best use this medium. Ad 
Schneider, executive producer of the National 
Broadcasting Company. and Robert K. Richards, 
administrative vice-president of the National Asso- 
ciation of Radio and Television Broadcasters, were 
on hand to help the doctors with their TV problems. 

The general consensus was that most TV stations 
welcome programs on medicine, and by working 
through a station’s program director such a project 
is within the means of practically every medical 
group. 

Discussion leaders in the other sessions were both 
physicians and laymen. The topics were the cost of 
a public relations program, the way labor can help 
in a public relations program, and how to combat 
cults and quacks. 

Newspaper and radio coverage was stressed in a 
session with John Bach, director of press relations 
for the A.M.A., acting as moderator. From the var- 
ied viewpoints, it was deemed that the way any med- 
ical meeting is covered depends upon the section of 
the country. “Spoon-feeding stories” to reporters 
worked well in some states while in other states, a 
free rein on reporters brought the best results. Mr. 
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An Academy Officer’s Profile . . . 


Vice-President Shaw, Early AAGP Leader 


Tue vice-president of the 
Academy, Dr. Merrill Shaw 
of Seattle, Washington, 
started early as a leader in 
Academy activities, being 
president of the Washington 
state chapter in 1948. 

In 1950, he was elected a 
member of the Board of Di- 
rectors to serve a three-year 
term. That same year he was 
appointed chairman of the 
Commission on Education and this year at the Fifth 
Annual Assembly in St. Louis the delegates unani- 
mously elected him vice-president. 

Dr. Shaw, a native of Seattle, was born June 4, 1903, 
the son of Frank Spencer and Luella L. (McKinney) 
Shaw. He received his bachelor of science degree at 
the University of Washington in 1924. At the Univer- 
sity of Minnesota School of Medicine he took his M.S. 
and M.B. degrees and in 1931 he received his M.D. 

He began as a registered pharmacist in the U. S. 
Veterans Administration in 1924-27. While in med- 
ical school he served as relief pharmacist. He took a 
rotating internship at King County Hospital in Seattle 
and a residency in surgery. Since 1933 he has been 
engaged in private general practice in Seattle. 

On December 20, 1930, Dr. Shaw married the for- 
mer Miss Ruth Perle Johnson. They have two children 
—Spencer William, who is a fourth year pre-med stu- 
dent, and Luanne Ruth, a university sophomore in 
dietetics. 

The A.A.G.P. vice-president now is a member of 
the staffs at Maynard Hospital, The Doctors Hospital, 
Seattle General Hospital, and Providence Hospital, 
and is a clinical associate in general practice at the 
University of Washington School of Medicine. 

Dr. Shaw is president of the King County Medical 
Society, is a former member of the board of trustees of 
Seattle General Hospital, and chairman of the Medical 
Advisory Board of King County Hospital. Now a mem- 
ber of the Surgical Advisory Committee and the pro- 
gram committee of Doctors Hospital, he is also a mem- 
ber of the Medical Care Committee of the King County 
Medical Service Bureau. 

During World War II he served as a medical officer 
in the Pacific Theater of war with the rank of com- 
mander in the U. S. Navy Reserve. He was awarded 
the Military Citation in 1945 for action at Iwo Jima 
and Okinawa. 

Dr. Shaw’s hobbies are boating and riding but he 
finds time for many activities in his state medical asso- 
ciation and the A.M.A. 
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ANTACID AND BUFFERING ACTION 


to counteract corrosive to stabilize emotional to relieve smooth 


Donnalate incorporates the pharmacological features _ bital, 0.052 mg. hyoscyamine sulfate, 0.01 mg. atro- 
of both Robalate (for peptic ulcer) and Donnatal (for pine sulfate, and 0.003 mg. hyoscine hydrobromide 
spasmolysis). Each Donnalate Tablet contains 0.5 Gm. (the equivalent of one Robalate tablet plus one-half of 
dihydroxy aluminum aminoacetate, 8.1 mg. phenobar- one Donnatal tablet). 


A. H. ROBINS CO., INC. * Ethical Pharmaceuticals of Merit since 1878 * RICHMOND 20, VIRGINIA 


| tension and anxiety. muscle spasticity. 


Bach stated that knowing how to get good coverage 
depends largely upon experience. 

At the final luncheon the guest speakers, all 
health columnists, were Dr. W. W. Bauer of the 
A.M.A. with King Features Syndicate, Dr. Theo- 
dore R. Van Dellen of the Chicago Tribune Syndi- 
cate, and Dr. Herman N. Bundesen, who is also 
with King Features Syndicate. 


Radioactive Isotopes from Oak Ridge Used 
In Five Kansas Cities to Treat Patients 


Many hundreds of patients in Kansas have'received 
treatment from the new atomic weapons of medicine 
since the program was initiated two years ago 
through the efforts of the University of Kansas in 
co-operation with the Atomic Energy Commission, 
according to an announcement from the University. 

Hot, radioactive isotopes flown in from Oak Ridge 
Institute are being used extensively now in the diag- 
nosis and treatment of patients in six hospitals in 
five Kansas cities. Kansas is the first state so far in 
which the state university is undertaking to take the 
tracer elements to the communities of the state, Oak 
Ridge officials report. 

To date, the chief use has been of the radioactive 
iodine istotope in the diagnosis and treatment of 
thyroid disorders. including hyperthyroidism and 
cancer of the thyroid. Some limited use has been 
made of a radioactive phosphorus and radioactive 
gold. 

The elements come in a solution and generally 
are administered in infinitesimal amounts in a glass 
of water. 

The Atomic Energy Commission requires that 
physicians be approved to handle the material. Be- 
sides the K. U. Medical Center, hospitals in Hays, 
Wichita, Halstead, Topeka, and Kansas City have 
undertaken the program. 


Annual General Practice Issue Featured 
By Indiana State Medical Journal 


Tue August issue of The Journal of the Indiana 
State Medical Association has rated much interest 
with the state’s family doctors—this being the an- 
nual general practice issue. 

For the past several years this edition has been 
assigned to the Section on General Practice of the 
state association to edit and produce. This year 
leadership in the editorial task was vested in Dr. 
Norman R. Booher, Dr. Frank H. Green, Jr., and 
Dr. Bernard E. Edwards. 
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A MOST EFFECTIVE ANTITUSSIVE 


to ease 
exhausting cough 
and please 
exacting patients 


*BI-CO-TUSSIN’ 


Bischoff brand of dihydrocodeinone bitartrate 
SYRUP/TABLETS 


in acute respiratory 

infections 
potent and palatable | 7 
in severe chronic cough 


from any cause 


Each teaspoonful (5 cc.) and each 
tablet contains 5 mg. dihydrocodei- 
none bitartrate. 
Average dose: 5-10 mg., 3 to 4 times 
daily. 

© May be habit-f 


narcotic form. 


ERNST BISCHOFF COMPANY, INC. 


IVORYTON, CONN. Bischoff, 


reinforced action 
in common infections 


antibiotic action of erythromycin 
chemotherapeutic 
effect of triple sulfonamides 


valuable especially in staphylococcal, 
streptococcal, and pneumococcal 
infections 


Each tablet contains 


Erythromycin . . . 100 mg. 
Sulfadiazine . . . 0.088 Gm 
Sulfamerazine . . 0.083 Gm. 


Sulfamethazine . 0.083 Gm. 
@TRADE MARK 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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the 


Knox Plan 


85% of diabetic patients over 40 
have been found to be overweight to 
some degree. 


60% were 20% or more overweight. 


25% more were moderately over- 
weight. 


The Knox Unflavored Gelatine Diet attacks the 
problem of obesity in diabetics on six different 
fronts: 

1. All protein—no sugar, it provides a high 
protein base and supplement for a low- 
calorie weight control diet. 

2. It's high amino acid content aids in main- 
taining nitrogen balance of tissues. 

3. It helps protect tissues from protein drain 
possible in low-calorie diet. 

4. It can increase metabolism as much as 20% 
above base levels.2.3 

5. It offers a wide choice of foods that look 
good to eat and are good to eat. 

6. It does away with that “always hungry” 
feeling through satisfying bulk. 


In a high percentage of diabetics, reducing the 
weight to normal by adhering to a low fat, high 
protein diet can hasten the return to normal 
glucose tolerance,* and reduce or even obviate 
the need for insulin. Diabetics can enjoy a de- 
licious, yet correct diet of appetizing Knox 
Gelatine foods including: 

Soups — hot or chilled 

Salads — appetizing aspics 

Salad Dressing — low calorie 

Main Course Molds — meat, poultry, fish, 

vegetables 

Desserts — sponges, custards, molds 

Knox Gelatine Drink — concentrated pro- 
tein of gelatine in water, juices or milk 


Write for Diabetic Diet 
booklets and Knox’s “Eat 
and Reduce Plan” recipe 
book. All recipes use non- 
calorie sweeteners, such as 
saccharin or cyclamate so- 
dium, NNR Sucaryl. Knox | 
Gelatine Co., Johnstown, N. Y. Dept. GP 
1. George F. Baker Clinic and Metropolitan Life Insurance 
Company : Diabetes in the + s, New York, 1940. 
Life y Press, 1940. 
2. Abel, 'M. S., Am. J. Med. oa 205 414, 1943. 
3. Lewis, T., Vascular Disorders of the Limbs, p. 50, Macmil- 
lan, 1936. 
4. comin, D. B., et al., J.A.M.A, 147:1007, 1951. 


Knox Gelatine v, 
All Protein 
No Sugar 


To protect your patients, 
have them ask for 

KNOX specifically. 
Available at paw stores in 
4-envelope family size and ‘ 
32-envelope economy size packages. 
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Leading off the scientific section were two papers 
which were presented at the annual Indiana chap- 
ter’s meeting in Indianapolis. A special article for 
this general practice issue, “Early Care of Polio- 
myelitis Paralysis,” was written by Dr. Carl D. 
Martz of Indianapolis. 

The lead editorial, ‘The G.P. Must Be Fully 
Trained and Versatile,” was contributed by the In- 
diana chapter president, Dr. William R. Tindall of 
Shelbyville. 

The rest of the magazine includes pertinent trea- 
tises on preceptorships by Dr. Lester D. Bibler, past 
Academy vice-president; public relations for the 
general practitioner by Leo Brown, director of pub- 
lic relations for the A.M.A.; integration of general 
practitioners in hospital staffs by Dr. Green; and 
the doctor-patient relationship by Dr. Keith Ham- 
mond, A.A.G.P. member from Paoli, Ind., who has 
been a frequent contributor to GP. 


California County Reports 75 Per Cent 
Increase in Physicians Since 1946 


SanTA Ciara county in California computes that it 
has had an influx of doctors mounting to 75 per cent 


since 1946. 


During 1952 an average of four physicians per 
week visited the Medical Society office wanting to 
know the outlook for a new practice in the county. 
In 1946, there was one doctor of medicine for each 
842 residents in the county as compared with to- 
day’s ratio of one to each 750, according to a com- 
putation in the San Jose News. In general practice 
there has been an increase of 52 per cent. 


Drs. Matlin, Bibler Complete All-AAGP 
Committee for Enlarging AMA Section 


Dr. Epwin Matin of Mt. Holly Springs, Pa., and 
Dr. Lester Bibler, A.A.G.P. past vice-president, 
have been named to the committee for develop- 
ing and enlarging the A.M.A. Section on General 
Practice. 

The entire committee which is chairmaned by 
Dr. Milton Casebolt of Kansas City, now consists 
of Drs. Matlin and Bibler, Dr. Irving Baumgartner 
of Oakland, Md., and Dr. Charles McArthur of 
Olympia, Wash. 

At the A.M.A.’s annual meeting in New York, 
Wyeth, Incorporated of Philadelphia presented 
$4,000 to establish an education fund for develop- 
ing and enlarging the program of the Section. Dr. 


A COMPLETE 
AIR-SUCTION 
UNIT FOR ONLY 
$99.75 


Compare our “Southwind” 
with ANY OTHER! 


It gives you 30 Ibs. of air 
27 inches of vacuum. 
t is self-oiling for trouble-free 
service. It has _ regulators, 
gauges, safety liquid-trap, filter 
and muffler. It has 32-oz. ether 
and suction bottles mounted in 
stainless-steel brackets. 
The ether bottle has a valve 
to adjust the flow of ether. 
The 4% H.P. motor has a 
thermal cut-out for safety. 
“Southwind” is quiet as a 
whisper. 


The “Southwind” comes 
to you complete with ether 
hook, throat suction tube, 
spray attachment and all con- 
necting tubing—ready to use. 
There is nothing else to buy 
and the full price is only $99.75 


609 College Street 
Cincinnati 2, Ohio 
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On the Calendar 


© Academy chapter meetings and post- 
’ graduate courses, as well as other 
medical meetings in which general 
practioners will have an interest, 


AE will appear here monthly. 


Nov. 2-6. American College of Chest Physicians, sixth 
annual postgraduate course, Hotel New 
Yorker, New York City. 

Nov. 9-14. Colorado Heart Association, et al, post- 
graduate conference on clinical electrocar- 
diography, Fitzsimons Army Hospital, Den- 
ver, Colorado. 

Nov. 11-12. Michigan chapter, fourth annual meeting, 
Kellogg Center, East Lansing. 

Nov. 16-17. Wisconsin chapter, fifth annual meeting, 
Schroeder Hotel, Milwaukee. 

Nov. 16-18. University of Minnesota, course on 
fractures for general physicians, Minneapolis, 
Minn. 

Nov. 16-19. University of Kansas Medical Center, 
postgraduate course in internal medicine, 
Kansas City, Kansas. 

Nov. 16-20. New York University Postgraduate Medi- 
cal School, course in electrocardiography, New 
York City. 

Nov. 16-20. American College of Physicians, new 
biologic and physiologic approaches to Clin- 
ical problems, University of Wisconsin Med- 
ical School, Madison, Wisconsin. 

Noy. 16-20. College of Medical Evangelists, course 
in genitourinary disease, Ambassador Hotel, 
Los Angeles, Calif. 

Nov. 16-21. Tulane University School of Medicine, 
psychosomatic problems in general practice, 
New Orleans, Louisiana. 

Nov. 18-19. University of Buffalo School of Medicine, 
course in obstetrics and office gynecology, 
Buffalo, N.Y. 

Nov. 19-21. University of Washington School of 
Medicine, course in Drug Therapy, Seattle, 
Wash. 

Noy. 19-21. University of Colorado School of Medi- 
cine, postgraduate course in fractures and 
joint injuries, Denver, Colorado. 

Dec. 1-3. University of Utah College of Medicine, 
postgraduate course in dermatology and al- 
lergy, Salt Lake City, Utah. 

Dec. 1-4. American Medical Association, clinical 
session, headquarters at Hotel Jefferson, St. 
Louis, Mo. 

Dec. 12. Delaware chapter, fourth annual meeting, 
Wilmington, Del. 

March 22-25. American Academy of General Prac- 
tice, Sixth annual Scientific Assembly, Public 
Auditorium, Cleveland, Ohio. 


Casebolt was named as chairman of the committee to 
administer the money and the A.M.A. is serving as 
custodian of the fund. 


Medical Research President Points Out 
Threat of Antivivisectionist Movement 


THE serious potentialities of the antivivisectionist 
movement and a positive approach in handling the 
problem have been pointed out by Dr. A. J. Carlson, 
president of the National Society for Medical Re- 
search. 

He says it is difficult for anyone who has not ac- 
tually contended with the antivivisectionists to re- 
alize the seriousness of their activities. About one 
hundred societies are active in the United States 
and Europe is troubled with the same movement. 

Until the formation of the National Society for 
Medical Research, the antivivisectionists had suc- 
ceeded in restricting animal experimentation to a 
greater or lesser degree in all but three of the large 
research centers of the country. 

Recently the American Humane Association or- 
ganized a nation-wide coalition to prevent the use 
of unclaimed pound animals in medical research. 

Dr. Carlson emphasized that in the past the med- 
ical profession has attempted to annihilate the anti- 
vivisectionist movement by the use of logic. It is ob- 
vious that the use of reason has not prevailed over 
the cult in the past and there is no cause for hoping 
that it will in the future. 

Since appeasement has never been successful Dr. 
Carlson advocates two courses of action against them: 

1. There must be public understanding through 
factual reporting of developments in the biologic 
sciences—telling the role of experimental animals. 

2. Laws and regulations providing specifically for 
animal experimentation and making pound dogs 
available for laboratory use must be passed by legis- 
lators to whom the methods and needs of medical 
science are made clear. 


General Practice Residency Program 
At Colorado University Is Big Success 


Tue University of Colorado School of Medicine, one 
of the first schools to establish general practice resi- 
dencies in its teaching hospitals, reports that the 
success of this program has been remarkable. 

One of the major objectives of this program was 
to provide qualified physicians for the smaller com- 
munities. Dr. Charley J. Smyth, director of Grad- 
uate Education at the University, announces that 
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you may choose specific therapy 


from this complete iron line 


Feosol* Hematonic the new, five-factor blood-building preparation 
Feosol* Tablets the standard iron therapy 


Feosol* Elixir the outstanding liquid iron preparation 


Feosol Plus* the ideal iron-liver-vitamin formula 


Feojectin® the safe, rapid-action intravenous iron 


the most positive treatments for the most common deficiencies 


Smith, Kline G French Laboratories, Philadelphia 


*T. M. Reg. U.S. Pat. Off. 
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FEOSOL 


fills your every need for effective iron therapy 


for the treatment of microcytic and most macrocytic anemias. 

The recommended daily dosage (3 tablets) delivers: ferrous sulfate, 
‘FEOSOL HEMATONIC’  exsiccated, 600 mg.; vitamin 36 mcg.; gastric substance, 

containing intrinsic factor, 300 mg.; folic acid, 3 mg.; and 

ascorbic acid, 150 mg. 


for simple iron-deficiency anemia. Each tablet contains 3 gr. 

‘FEOSOL’ TABLETS of exsiccated ferrous sulfate—equivalent to 5 gr. (0.3 Gm.) of 
crystalline ferrous sulfate. Recommended dosage: One tablet 
three to four times daily, after meals and upon retiring. 


for iron-deficiency anemias of infancy and childhood, and for 
. ‘ adults who prefer a palatable liquid medication. May also be 
FEOSOL’ ELIXIR employed as a light, easily tolerated iron tonic for convalescents 
or the aged. Two teaspoonfuls provide 5 gr. of ferrous sulfate. 


for iron-deficiency anemias where additional nutritional support 
is needed. The suggested daily dosage (3 capsules) supplies: 
ferrous sulfate, exsiccated, 600 mg.; desiccated liver, N.F. 
A 975 mg.; vitamin By, 5.1 meg.; folic acid, 1.2 mg.; thiamine, 
6.0 mg.; riboflavin, 6.0 mg.; nicotinic acid, 30.0 mg.; pyridoxine, 
3.0 mg.; ascorbic acid, 150 mg.; pantothenic acid, 6.0 mg. 


for clear-cut iron-deficiency anemias when a prompt response 
is mandatory and/or oral administration is, for other reasons, 

FEOJECTIN* = not feasible. Each 5 cc. ampul contains saccharated iron oxide 
equivalent to 100 mg. of elemental iron, or 20 mg./cc. for 
intravenous administration. 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. 
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more than half of the trainees have located in rural 
areas in the state. 

Colorado’s program is quite flexible, providing 
one, two, or three years of training. The majority 
of residents have felt that two years would be suffi- 
cient. Although, the additional year was thought 
desirable, few could afford the time. 

The first year, the resident spends nine months 
in a general medical clinic and three months in pedi- 
atrics. The second year’s work is divided into six 
months of internal medicine, three months obstet- 
rics and anesthesia, three months in rural hospital, 
and two or three half days per week all year in gen- 
eral medical clinic. 

The third year is elective and is designed to meet 
the individual needs of the applicant. Training is 
offered in one or more major clinical departments. 


Cancer Society Plans Color TV Series 
For General Practitioners 


On Octoser 21, general practitioners in six north- 
eastern cities viewed the first of a series of closed- 
circuit color television broadcasts on cancer. 

The American Cancer Society, in conjunction 
with the facilities of Columbia Broadcasting System 


TV Network, is producing this series of thirty one- 
hour programs for doctors in general practice. 

The A.C.S. has requested the co-operation and 
support of the A.A.G.P. in planning the series of 
programs. The Academy’s Commission on Educa- 
tion will be asked to evaluate the effectiveness of this 
new medium of instruction and members of the 
Academy who have an opportunity to view the pro- 
grams are requested to send their comments to the 
headquarters office in Kansas City. 

Although doctors in Boston, Philadelphia, Pitts- 
burgh, Detroit, Toledo, and New York are the only 
ones who are able to see this series now, there is a 
possibility that other cities will be added as the 
series progresses. Approximately 3,000 physicians 
are expected to view the programs as they are 
broadcast. 

The long-range objective of this project is to en- 
large the pattern of nation-wide postgraduate med- 
ical education by inaugurating color television clin- 
ical presentations oriented to county medical groups. 
The immediate objective is to improve cancer cure 
rates by making available the knowledge of the most 
effective techniques in diagnosing and treating early 
cancer. 

Program content will emphasize to family 
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why BIOPAR is an 


effective oral replacement 
for injectable vitamin B,, 


With Biopar, effective absorption of 
vitamin B,, through the intestinal barrier is 
assured—even in the presence of partial 
or complete achlorhydria. 


Absorption is assured because the intrinsic 
factor in Biopar performs the functions 
ascribed to the Intrinsic Factor of Castle. 


Biopar’s completely new intrinsic factor 
is another pioneering hematologic advance 
made by The Armour Laboratories. 


30 TABLETS 


BIOPAR 


FOR ORAL USE 


BIOPAR 


Each Biopar tablet contains: 
Crystalline Vitamin B,2 U.S.P... 6 meg. 


Intrinsic 30 mg. 
Supplied: Bottles of 30 tablets. 
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A. THE ARMOUR LABORATORIES 
® 


A DIVISION OF ARMOUR AND COMPANY + CHICAGO 11, ILLINOIS 


RED BLOOD CELLS MILLIONS PERCU. MM 


Biopar produces prompt, positive re- 
ticulocyte and erythrocyte response in 
patients with pernicious anemia. 

When you give Biopar, you can be 
sure that the patient is getting the full 
benefits of oral vitamin B,, therapy. 
Biopar is an effective method of ad- 
ministering vitamin B,,...the patient 
is spared the discomfort of injection. 
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doctors, who see cancer first, the importance of their 
role in determining the outcome of cancer. It not 
only aims to increase their knowledge of early can- 
cer and demonstrate indications for diagnostic pro- 
cedures, but it will give them a firm basis for decid- 
ing where to refer the patient, should specialist care 
be required. Research advances will also be covered 
in this series. 

All programs will originate in New York from the 
Columbia-Presbyterian Medical Center and the Me- 
morial Center. Programs are now running from 
5:00 p.m. to 6:00 P.M. on alternate Wednesdays, 
but after December 2 they will be presented weekly. 

The programs are color-kinescoped and the kine- 
scopes will ultimately be made available to medical 
groups through regional and state offices of the 
American Cancer Society. 


New Policy Announced for Physicians, 
Dentists Wishing to Have a Navy Career 


A NEw policy designed to make a navy career more 
attractive to young physicians and dentists was an- 
nounced recently by the Navy. 

The policy permits medical and dental corps off- 
cers to resign from the service after four years of 
active duty. It also provides that officers who choose 
to stay in will become eligible for postgraduate train- 
ing after completion of one tour of sea or foreign 
shore duty. 


Medical News in Small Doses: 


Dr. U. R. Bryner, Academy president, had a busy 
early fall speaking schedule appearing as guest 
speaker September 22 at the Louisiana chapter 
meeting in Alexandria, La.; on September 23 at 
the annual Texas meeting in Dallas; the following 
day at a meeting in Grand Rapids, Michigan and 
closing with an October 5 engagement at the fall 
meeting of the District of Columbia chapter in 
Washington, D. C. .. . President-elect W. B. Hilde- 
brand addressed the Jefferson County Medical So- 
ciety October 19 in Louisville, Ky. On October 1 
he was in Duluth, Minn., as guest speaker at a meet- 
ing of the St. Louis County Medical Society. Doc- 
tors in St. Louis County are contemplating the or- 
ganization of an Academy chapter and Dr. Hilde- 
brand spoke on the founding and progress of the 
A.A.G.P. ... Dr. Donald M. Campbell of San Fran- 
cisco represented the Academy at a recent regional 
meeting of the Commission on Chronic Illness in 
the Golden Gate City. . . . The Medical Society of 
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Aunts in the Printers’ Plants 


AUTO-AMPUTATION 


Prrcuer Art Houtteman of the Detroit Tigers 
apparently has completely shaken off his sore 
arm.— Detroit (Mich.) Daily. 


PSYCHIATRIST WRITE THAT? 


THE writer was at one time an extreme intro- 
vert with but few extrovert tendencies. He has 
slowly but surely altered his type until now he 
is a decided ambivert with certain extrovert 
tendencies very strongly predominant.—Psy- 
chology Magazine. 


FRAGMENTIZATION 


SHE is survived by a number of pieces of 


nephews.—DeKalb (Ill.) Daily. 


CINEMA SERIAL 


Weeks With Love,” “Wedding Bells,” 
‘(We Want A Child,” “Father’s Little Divi- 
dend.”—Pictures listed by Civic Theater in 
Scone (Australia) News. 


GOOD LOSER 


Tuis is to notify the party who ran away with 
my wife that I can supply him with liniment, 
bandages, arnica, healing salves, absorbent 
cotton, iodine, sleeping powder, and crutches 
at rock-bottom prices.—Druggist’s ad in Mar- 
low (Tenn.) Democrat. 
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pain-relief 


effective pain control 
plus mild sedation 


Convenient dosage—two strengths 


no. 2 Each capsule contains: 
Codeine Phosphate gr. 4 
Phenobarbital gr. 4% | 
Acetophenetidin gr.24 ay 
Aspirin gr.3% | 


no. 3 Each capsule contains: 


eee Codeine Phosphate gr. % 
oe plus the other 


: Subject to Federal 
ingredients listed above | Narcotic Law 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe 7, New York 
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the State of New York has announced that Dr. 
Floyd C. Bratt has been reappointed chairman of the 
Subcommittee on General Practice of the Council 
Committee on Public Health and Education for 
1953-54. Other Academy members who are on this 
committee are Drs. Seymour Fiske and G. A. Gal- 
vin. . . . The winner of the fifth annual Ohio State 
Medical Association Rural Medical Scholarship, 
which will contribute $2,000 toward his medical 
education, is Raymond Cole of Findlay, Ohio. . 

Former Academy President Stanley R. Truman of 
Oakland, Calif., recently addressed the California 
Association of Medical Technicians. His topic was 
‘Current Concepts of Hypothyroidism.” . . . Acad- 
emy member, Dr. J. S. Devitt of Milwaukee, has 
been named chairman of the committee on nursing 
education of the Council on Medical Service of the 
Wisconsin State Medical Society. . . . General prac- 
titioners in Los Angeles County served as precep- 
tors this past summer for twenty-one seniors from 
the School of Medicine of the College of Medical 
Evangelists. . . . Because of its low degree of de- 
tection, microfilm is not recommended for use in 
large surveys for finding persons with heart disease, 
Dr. R. V. Slattery of Oakland, Calif., said in a re- 
cent issue of the J.4.M.A. ... Dr. Glen R. Shep- 


herd, syndicated health columnist, advises new- 
comers to a town to immediately choose a family 
doctor. He suggests they select one with A.A.G.P. 
membership so they will be assured that the doctor 
has bettered his diagnostic and treatment skills be- 
cause of the fifty hours postgraduate study require- 
ment. . . . Three-D has come to the publishing 
world, too. The August issue of Editor and Publisher 
carries an advertisement from the San Jose (Califor- 
nia) Mercury complete with 3-D glasses to give 
readers the proper slant on the California city’s 
growth in industry. . . . Dr. Henry W. Kumm of 
Chocorua, N. H. and New York City has been ap- 
pointed director of research for the National Foun- 
dation for Infantile Paralysis by Basil O’Connor, 
president of the Foundation. . . . World Medical 
Association announces that it now has a member- 
ship of 750,000. At its recent meeting at The Hague, 
the W.M.A. voted to admit the medical associations 
of Brazil, Indonesia, and Liechtenstein as members, 
bringing the total to forty-six. . . . Academy mem- 
ber, Dr. James Blake of Hopkins has been named 
to represent the Minnesota State Medical Associa- 
tion on the eleven-member advisory council on un- 
employment due to temporary sickness or disabil- 


ity. He was appointed by Governor Anderson. 


Zymenol 


EMULSION 
with Brewers Yeast 


TABLETS and GRANULES 


. sodium carboxymethylcellulose 


DR, 


Safe, Easy Laxation 


for Your Patients from 


Non-habit forming 
Vitamin-B Complex from 


containing debittered brewer's healthful brewers yeast 
dried yeast fortified with Vitamin _ Mild, gentle... yet effective — 
B-1 No irritants or flushing be ase 


EFFECTIVE 
BOWEL 
MANAGEMENT 


CLIP AND MAIL THIS COUPON 


OTIS E. GLIDDEN & CO., INC. PLEASE  ) Zymenol EMULSION 
WAUKESHA 20, WISCONSIN SEND [1] Zymelose TABLETS 
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Finke!, urging a more extensive use of penicillin “‘at an early stage of res- 
piratory infection,” states: “Nearly all minor upper respiratory infections may 
be precursors of more severe conditions, especially in persons with previous 
major respiratory episodes. Therefore, the use of antibacterial agents in the 
treatment of bronchitis and similar illnesses has been justly advocated as a 


rational measure...” 


ILLIN 


Each A-P-Cillin tablet combines the following proved therapeutic agents: 


1 ¢ APC—for analgesic and antipyretic action—to relieve systemic symptoms. 


2 ¢ ANTIHISTAMINE—for local symptomatic relief, particularly from profuse nasal 
discharge, and for mild sedation. 


Phenyltoloxamine dihydrogen 25 mg. 


3 ¢ PENICILLIN—for prevention and control of secondary bacterial infections. 


For the common acute upper respiratory infections, the usual adult dose is 2 tablets three 
times a day, best continued for at least three days. The tablets should be taken at least one 


hour before meals or two hours after meals. White Laboratories, Inc., Kenilworth, N. J. 


—supplied in bottles of 50 and 500 tablets. 


1. Finke, W.: A.M.A. J. Dis. Child. 83:755, 1952. 
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antiarthritic action 


BUTAZOLIDIN relieves pain and improves function in the great majority 
of arthritic patients. Its broad therapeutic spectrum makes it valuable 


specific and potent 


in virtually all the more serious forms of arthritis. Like other powerful 
antiarthritic agents, BUTAZOLIDIN should be prescribed according to 
a controlled regimen, based on careful selection of cases, judicious 
manipulation of dosage, and regular observation of the patient. To 
obtain optimal therapeutic results with minimal incidence of side re- 
actions, physicians are urged to send for the brochure “Essential Clini- 


cal Data on Butazolidin.” 


(1) Burns, J. J., and others: J. Pharmacol. & Ex- 
per. Therap. 106:375, 1952. (2) Byron, C. S., and 
Orenstein, H. B.: New York State J. Med. 53 :676 
(Mar. 15) 1953. (3) Currie, J. P: Lancet 2:15 
(July 5) 1952. (4) Davies, H. R.; Barter, R. W.; 
Gee, A., and Hirson, C.: Brit. M. J. 2:1392 
(Dec. 27) 1952. (5) Delfel, N. E., and Griffin, 
A. C.: Stanford M. Bull, 2:65, 1953. (6) Domenjoz, 
R.: Federation Proc. 11:339, 1952. (7) Domenjoz, 
R.: Internat. Rec. Med. 165:467, 1952. (8) Gold- 
fain, E.: J. Oklahoma M, A. 46:27, 1953. (9) Gut- 
man, A. B., and Yi, T.F.: Am. J. Med. 13 :744, 1952. 
(10) Kuzell, W. C.: Annual Review of Medicine, 
Stanford, Annual Reviews, 2 :367, 1951. (11) Kuzell, 
W. C., and Schaffarzick, R. W.: Bull. on Rheu- 


BuTAzoLipIN® (brand of phenylbutazone) tablets of 100 mg. 


GEIGY PHARMACEUTICALS 
Division of Geigy Chemical Corporation 


220 Church Street, New York 13, N. Y. 
In Canada: Geigy (Canada) Limited, Montreal 


matic Diseases 3:23, 1952. (12) Kuzell, W. C.; 
Schaffarzick, R. W.; Brown, B., and Mankle, E. A.: 
J.A.M.A. 149:729 (June 21) 1952. (13) Kuzell, 
W. C., and Schaffarzick, R. W.: California Med. 
77:319, 1952. (14) Patterson, R. M.; Benson, 
J. FE, and Schoenberg, P. L.: U. S. Armed Forces 
M. J. 4:109, 1953. (15) Rowe, A., Jr.; Tufft, 
R. W.; Mechanick, P. G., and Rowe, A. H.: Am, 
Pract. & Digest Treat., in press. (16) Smith, 
C. H., and Kunz, H. G.: J. M. Soc. New Jersey 
49 :306, 1952. (17) Steinbrocker, O., and others: 
J.A.M.A. 150:1087 (Nov. 15) 1952. (18) Stephens, 
C. A. L., Jr., and others: J.A.M.A. 150:1084 
(Nov. 15) 1952. (19) Wilkinson, E. L., and 
Brown, H.: Am. J. M. Sc. 225:153, 1953. 


GP ¢ Volume Vill, Number 5 


; = 

Dranad of pnenyidutazone 

in\ 

i 

154 


Integration of General Practice Departments in Staff Organization 


ComMON SENSE leads any enlightened person to the 
obvious conclusion that the general continued ele- 
vation of medical care in this country requires the 
closest possible contact of all physicians in the 
community with the stimulating educational and 
scientific opportunities and atmosphere of the 
modern hospital program. Furthermore, it is im- 
possible for any physician to provide modern high 
standard medical care for his patients in isolation 
from the consultants, laboratories, equipment, and 
the other facilities of a modern hospital. Obviously, 
if the general practitioner is to properly fulfill his 
place in the medical community he must be inte- 
grated into the hospital staff. Not until this is done 
is the hospital fulfilling its function of making 
available the best medical care possible to all 
patients. 

Unfortunately, it has sometimes been interpreted 
that private patient privileges in the hospital give 
the holder unlimited power to do as he pleases in 
the treatment of his patients. This is not so. The 
medical staff and governing board of a hospital 
have the responsibility of protecting the public. 
The mere fact that a man possesses a license to prac- 
tice does not make him competent in all fields of 
medicine. On the other hand, lack of certification 
by a specialty board does not mean that a physician 
is not capable of doing many of the things normally 
falling under that specialty. In a properly organized 
hospital all staff members, specialists, and general 
practitioners, will function under rules and regula- 
tions designed to enable each physician to hold 
privileges according to demonstrated knowledge, 
skill, and ability. There will be opportunity for 
each physician to increase his knowledge and 
skills under supervision, and to advance in privileges 
when the credentials committee is assured he is 
qualified. 


General Practitioner Defined 


A general practitioner is a legally qualified doctor 
of medicine who does not limit his practice to a 
particular field of medicine or surgery. Consequent- 
ly, it is necessary that his hospital appointment be 
of a different type from that held by a specialist in 
one department. How then can he be integrated 
into the hospital staff? The Commission on Hospi- 
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This is the third in a series of five articles to explain and 
interpret the principles and procedures for organizing 
and operating a general practice department in hos- 
pitals. They were written for publication in GP by mem- 
bers of the Commission on Hospitals at the request of 
the Board of Directors of the A.A.G.P. “Definition of 
General Practice” was published in the May, 1952, 
issue of GP, “Organization of a Medical Staff” in the 
December, 1952, issue. 


tals of the American Academy of General Practice 
has prepared a manual entitled ‘Manual on General 
Practice Departments in Hospitals” which has been 
used widely as a guide to the establishment and 
operation of the department, and will be found 
very helpful to those interested in better staff in- 
tegration, harmony, and co-operation. Copies of the 
Manual may be had on request from the American 
Academy of General Practice, Kansas City 11, Mo. 

This Manual suggests professional privileges of 
general practitioners, emphasizing that they are ex- 
pected to participate in any clinical service for 
which they are qualified, but that they will be under 
the jurisdiction of the clinical specialty involved. 

The medical administrative responsibilities, staff 
administrative responsibilities, and educational re- 
sponsibilities are covered. 

It should be emphasized that a department of 
general practice does not give its members un- 
limited professional privileges, but confines each 
member to doing only those things for which he is 
qualified. At the same time, the opportunity should 
be provided for a general practitioner to increase 
his knowledge and to improve his skills, and to 
have his privileges increased by the credentials 
committee when he has demonstrated increased 
ability. Responsibility for the professional services 
must remain with the chiefs of various clinical 
services. 

It is expected that the guide will be used prima- 
rily by the larger hospitals and teaching hospitals. 
In smaller hospitals where the majority of the staff 
is made up of general practitioners and there are 
no problems peculiar to general practice, a de- 
partment of general practice may be unnecessary. 
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physiologic relief of “morning sickness’ 


EMETROL 


[PHOSPHORATED CARBOHYDRATE SOLUTION] 


KINNEY & COMPANY « COLUMBUS, INDIAN 


In a well-controlled study, Crunden and Davis! re- 
cently found that EMETROL abolished or reduced the 
severity of pregnancy nausea in 78.8 percent of 123 
patients ... usually within 24 hours. In contrast, a 
placebo of similar taste and appearance proved mod- 
erately beneficial in only 15.6 percent of 122 controls. 


EMETROL contains balanced amounts of levulose and 
dextrose in coacting association with orthophos- 
phoric acid, stabilized at an optimally adjusted pH. 
Containing no antihistaminics, barbiturates, or nar- 
cotics, it is a safe, inexpensive, physiologic agent 
which may be given freely without stimulating or 
depressing the patient. Its value for a given patient 
can be readily appraised by the physician in a 
minimum of time.’ Dosage for nausea of pregnancy 
— 2 tablespoonfuls taken undiluted immediately on 
arising, repeated as required if nausea recurs. 
IMPORTANT: EMETROL must not be diluted or followed 
by any liquids for at least 15 minutes. 

Also beneficial in vomiting associated with intestinal 
“flu,” motion sickness, and nausea due to drug ther- 
apy or anesthesia. 

SUPPLIED: Bottles of 3 fl.oz. and 16 fl.oz. through all 
pharmacies. Literature and Samples on Request. 


1. Crunden, A. B., Jr., and Davis, W. A.:; Am. J. Obst. & Gynec. 
65:311, 1953. 
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Guide Not Dictatorial 


In drawing up the guide for the establishment of 
a general practice department the Commission on 
Hospitals intended it only as a suggested method 
for improving integration of general practitioners 
into the medical staff. The Commission did not in- 
tend to be dictatorial or to give the impression that 
any reorganization must conform exactly to the 
Academy’s recommendations. They are suggestions 
to help the staff members of a hospital improve its 
own staff organization according to local needs and 
conditions. 

Finally there are some who feel that the Academy 
of General Practice, through its Commission on 
Hospitals, should take the initiative in attempting 
to establish departments of general practice in those 
hospitals which do not now have them. The Hos- 
pital Commission stands ready at all times to give 
advice and assistance when requested. It has divided 


the United States into districts and each member 
of the Commission acts as liaison officer between 
the state chapters in his district for the purpose 
of giving advice and help when requested. How- 
ever, any move to integrate the general practitioners 
into hospital staffs must be initiated by the local 
hospital staff, particularly the general practitioners 
concerned. If these individuals are not interested 
enough to do this then there is nothing the Acad- 
emy can do. 

The effectiveness of the staff organization depends 
upon the individuals involved ; the organization out- 
line is only the formal structure within which the 
members have agreed to function. If the present 
staff organization is functioning satisfactorily, there 
would be no point in adding a department of gen- 
eral practice, unless there are strong indications 
that such changes will result in improved medical 
services, improved educational activities, and im- 
proved staff harmony. 


“I think ‘Ah’ will be sufficient, Mrs. Trembletone.” 
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The loneliest adolescent of all... needs 


METHYLCELLULOSE WAFERS* 


Overweight adds many hurts and frustrations to the perplexingly 
difficult years of adolescence. You can help these youngsters 
lose weight when you prescribe ‘MELOZETS’ as an adjunct to a 
low-calorie diet. 

A most important value of ‘MELozets’ is that they are a 
“drugless” help to any reducing regimen. 

“MELozets’ look and taste like graham crackers; each con- 
tains 1.5 Gm. of methylcellulose. Eating ‘MELOZETS’ gives a 
sense of satisfying fullness, which blunts the appetite. Yet each 
wafer supplies only about 30 calories. 


EASY TO EAT: A wafer with a full glass of water, fruit juice 
or skim milk, between meals or one-half hour before meals. 


SUPPLIED: By pharmacists in 4-lb. boxes of about 25 wafers. 


FREE DIET SHEETS 


= ~~ | Fora pad of sheets, each with 42 differ- 
: | ent ‘MELozeTs’ reducing menus, and a 
sample of ‘MELOZETs,’ drop a note on 
your prescription blank to Professional 
Service Dept., Sharp & Dohme, West 
Point, Pennsylvania. 


‘MELOZITS = 


*Patent applied for 


PHOTOGRAPH BY RUZZI GREEN 
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A PFIZER SYNTEX PRODUCT 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N. Y. 


Neodrol possesses a potent, positive, 


BRAND OF STANOLONE 


... Which matches the anabolic and anti-tumor bene- 


fits but minimizes the clinical disadvantages of 
testosterone. 


protein anabolic action— like testosterone 


Increased muscle mass, improved strength, non- 
edematous weight gain, erythropoiesis, and posi- 
tive nitrogen balance—all may result from increased 
protein anabolism stimulated by Neodrol. 


Neodrol possesses a tumor-suppressing 


action—like testosterone 


In female patients with advanced, inoperable car- 
cinoma of the breast, Neodrol is as effective as 
testosterone—and may be somewhat better—in ar- 
resting progression, causing regression and pre- 
venting development of new lesions. Neodrol ap- 
pears to offer some advantage over testosterone in 
alleviating symptoms. 


Neodrol exhibits a relatively low incidence 
of virilizing side effects—unlike testosterone 


The most distressing side effects of androgen ther- 
apy—hirsutism, acne, clitoral hypertrophy and 
increased libido—are less frequently encountered 
with Neodrol therapy and when present are usually 
slight in degree. 


Suppuiep: In multiple-dose (10 cc.) , rubber-capped 
vials: 50 mg. per cc. * Trademark 
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News From the State Chapters 


AT THE election of officers held during the South 
Carolina chapter’s fifth annual assembly recently 
in Charleston, Dr. Kirby D. Shealy of Columbia, 
S. C. was named president-elect. Dr. George M. 
Price of Spartanburg was elected vice-president and 
Dr. Horace M. Whitworth of Greenville was elected 
secretary-treasurer. Dr. W. Wyman King of Bates- 
burg, who was chosen president-elect last year, was 
installed as president at this meeting. Members of 
the board of directors are Drs. H. F. Hall of Colum- 
bia, T. G. Goldsmith of Greenville, and W. T. Hen- 
drix of Spartanburg (see cut). 

The 1954 annual meeting of the Pennsylvania 
chapter will be held May 14-16 at Galen Hall in 
Wernersville, Pa. 

A full progress report on the effective use of gam- 
ma globulin in the treatment of poliomyelitis was 
made to New York doctors on October 26, the first 
of the three-day annual meeting of the New York 
chapter in New York City. The first session, which 
was devoted to children’s diseases and problems, 
was used by Dr. Philip M. Stimson of New York 
City to discuss results obtained from using gamma 
globulin the past two years. 

Twelve other nationally-known doctors partici- 
pated in the scientific program. These included 
Dr. Walter C. Alvarez, Dr. Philip Thorek, Dr. O. 
Spurgeon English, Dr. Howard A. Rusk, and Dr. 
Louis H. Bauer. Dr. English, who is head of the de- 
partment of psychiatry at Temple University (Phila- 
delphia, Pennsylvania), spoke on the value of the 
Kinsey report to the general practitioner. A round 


South Carolina’s officers and directors. These physi- 
cians attended an early September meeting which fol- 
lowed the chapter’s annual assembly. Standing (left to 
right) are: Dr. H. F. Hall of Columbia, chairman of the 
board of directors; Dr. T. G. Goldsmith of Greenville, 
board member; Dr. W. T. Hendrix of Spartanburg, board 
member and chairman of the commission on membership; 
Dr. George W. Price of Spartanburg, vice-president and 
chairman of the Publications Commission. Seated (left to 
right) are: Dr. Kirby D. Shealy of Columbia, president- 
elect; Dr. W. Wyman King of Batesburg, president; and 
Dr. H. M. Whitworth of Greenville, secretary-treasurer. 
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table discussion closed each day’s scientific session. 

The first fall meeting of the Tulsa (Oklahoma) 
chapter was held September 28 with Dr. J. Milton 
Singleton, associate professor of obstetrics and gyne- 
cology at the University of Kansas School of Med- 
icine, as guest speaker. 

The Utah chapter announces that Dr. W. Ezra 
Cragun of Logan, Utah was elected president at its 
September meeting. Dr. Russell N. Hirst of Ogden 
is the new vice-president and Drs. Gilbert S. Francis 
of Wellsville and Elmo Eddington of Lehi are new 
directors. 

Dr. W. Linwood Ball, secretary of the Virginia 
chapter and general chairman of the chapter’s 
fourth annual scientific assembly, reports that plans 
are well underway for the meeting which will be 
held May 5-7 at the Hotel Jefferson in Richmond. 

At the recent annual meeting of the Tidewater 
(Virginia) chapter in Virginia Beach, Dr. Edward 
E. Haddock, the Virginia chapter president, was 
banquet speaker. 

Fifty members of the Milwaukee (Wisconsin) 
chapter recently attended a dinner meeting with 
Dr. M. G. Peterman of Milwaukee as guest speaker. 
His talk on convulsions in children was illustrated 
with slides. After the dinner, Dr. Jerome W. Fons 
presented the Mead Johnson Scholarship Award to 
Dr. Thomas Brennan, who had just completed his 
general practice residency at Deaconess Hospital in 
Milwaukee. Dr. Brennan won the $1,000 award in 
1952. 

Fond du Lac (Wisconsin) physicians on the staff 
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Carefree living enhanced by... large, 1g; 
cheerful guest rooms... private pool, ocean 
beach, cabana club . . . dining room and." 
cocktail lounge. aN 


Rates from $@ double, 


European Plan. 
SELECTED CLIENTELE 
G. S. PICKARD 


Wite 
for Booklet 


at 43rd Street MEAMIE BEACH 


ERRATA—1953 “Abstracts” 


Two rather important editing errors have 
been disclosed in the outline of the lecture 
on “Peripheral Vascular Diseases” by Dr. 
Meyer Naide. In the interest of accuracy 
and correct therapy, purchasers of ‘“Ab- 
stracts” may wish to make the following 
corrections in their copies: 


p- 185—r.3.a.2.—should read: 


“If blood pressure falls, raise the legs 
vertically for a minute with patient in 
recumbent position, then keep legs ele- 
vated on two pillows.” 


p. 187—c.4.b.2.—" ‘vitamin K’ should be 


‘vitamin K,’” 


American Academy of General Practice 


of St. Agnes Hospital have arranged a 24-hour-a- 
day call service to handle emergency cases. The 
staff is on a rotating schedule so that one physician 
is on call at all times. If an emergency call comes in, 
the case is referred to the caller’s family physician, 
if he has one. If he has no physician, or if his phy- 
sician cannot be located, the physician on call han- 
dles the emergency. Academy member, Dr. H. J. 
Kief, is chairman of the system. 

Nine main topic divisions—cardiology, endocri- 
nology, medicine, psychiatry, gynecology, oph- 
thalmology, orthopedics, surgery, and urology— 
were covered at the Texas chapter’s annual scien- 
tific meeting September 21—23 in Dallas. 

The annual meeting of the lowa chapter was held 
September 24-25 in Des Moines under the presi- 
dency of Dr. Joseph G. Fellow of Ames. A sympo- 
sium on peripheral vascular disease was presented 
by Drs. Maurice T. Bates and Emmet T. Scales of 
Des Moines. This was followed by an address by 
Dr. Norman B. Nelson, dean of the college of med- 
icine of the University of Iowa, and the annual elec- 
tion of officers. The last day was devoted to a sym- 
posium on peptic ulcer. Participants were members 
of the faculty of the University of Minnesota Med- 
ical School. 

A program on infectious diseases was presented 
by the West Virginia chapter recently in Fairmont, 
W. Va. Panel discussions followed both the morn- 
ing and afternoon programs. 

The West Virginia chapter also participated in a 
joint meeting with the West Virginia Heart Asso- 
ciation recently in Moundsville. 

Officers of the Tennessee chapter are Dr. L. A. 
Killeffer of Harriman, president; Dr. R. B. Gibson 
of Greenville, Dr. J. Fred Terry of Cookeville, and 
Dr. J. A. McQuiston of Memphis, vice-presidents ; 
and Dr. D. J. Johns of Nashville, secretary-treas- 
urer. Dr. Ben L. Pentecost of Memphis is president- 
elect. 

The Indiana chapter has already sponsored three 
of its medical “road shows” this fall. On September 
23 at Bloomington, two University of Louisville pro- 
fessors, Dr. Maurice M. Best and Dr. Charles H. 
Duncan, presented the program. At Elkhart on Oc- 
tober 1, Dr. A. A. Lewis Ada of the University of 
Chicago and Dr. Ray W. Scott of the American 
Heart Association spoke. Dr. Howard A. Rusk of 
New York City and Dr. Willard O. Thompson of 
Chicago were speakers at the October 7 meeting in 
Whiting. 

The fourth road show will be held January 5 in 
Fort Wayne. 
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Lumbar Sacral Regions 
the Spinal Cord 


Ligamentum flavum Longissimus dorsi muscle 
j 


Post. internal vertebral 
Twelfth rib; ext. intercostal m. = venous plexus 


ws 


Latissimus dorsi m.; pleura iv . Spinal dura mater (cut) 


Arachnoid (cut); post. AY I Z Twelfth thoracic nerve; 
spinal artery and vein | = lumbar part of diaphragm 


~ First lumbar ganglion; first 


Sympathetic trunk ==> lumbar vertebra 


Lumbar ganglion lumbodorsal fascia 


Cauda equina Iliohypogastric nerve 


Third lumbar ganglion; fourth 4 
lumbar vertebra i llioinguinal nerve 


Fifth lumbar vertebra; fourth 
lumbar ganglion d Psoas major muscle 


First sacral nerve Femoral nerve 
Sacrum Obturator nerve 


lliacus muscle Ilium; gluteus medius muscle 


Gluteus maximus muscle 2 — Second sacral nerve 


Third sacral nerve 4+— Fcurth sacral nerve 


Fifth sacral nerve \ Filum durae matris spinalis 


Coccyx; sacrococcygeal lig. Coccygeal nerve 


This is one of a series of paintings for Lederle by Paul Peck, illustrating the anatomy of various organs 
and tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 
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A wide variety of infections 


of the spine are caused 


by organisms susceptible to 


HYDROCHLORIDE CRYSTALLINE 


This antibiotic is therapeutic 


for such infections, 


including chronic osteomyelitis 


of the pelvis and sacrum. 


Tt is also useful as a 


prophylactic prior to surgery. 


LEDERLE LABORATORIES DIVISION amenscan Ganamid company 
30 Rockefeller Plaza, New York 20, N. Y. 
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The Building Fund Started To Roll Again in September 


Tue month of September did pretty good on Build- 
ing Fund returns, in contrast to the preceding sum- 
mer months, and presaged an encouraging ex- 
pectancy for the big Fall Drive which is just getting 
under way as this is being written. It must be con- 
fessed, however, that nearly two-thirds of the Sep- 
tember member contribution represent a partial re- 
sult of the efforts of Dr. Wm. J. Fetzer and his 
energetic committee during the annual meeting of 
the Texas chapter in Dallas. The Lone Star State 
shows every intention of taking a permanent hold 
on the first-place spot, with the further honor of 
having been the first state to pass the $10,000 mark 
in cash contributions. 

Ohio appears to be securely in second place, at 
present, with $8,995 in cash contributions. How- 
ever, there are some warning rumblings being heard 
out California way. Missouri continues in fourth 
place, $2,000 ahead of the nearest competitors, 
New York ($4,736) and Massachusetts ($4,716). 


State Chapter Building Fund Standings 


P. & G. Gives Another $5,000 


In addition to the $3,338 in member contribu- 
tions, there was also received in September a sec- 
ond check for $5,000 from Procter & Gamble Com- 
pany, as payment of that organization’s pledge a 
year ago, when an initial cash contribution of 
$5,000 was received. Mr. Wm. G. Werner, of P. & G.., 
has assured Dr. Fowler that his company will make 
a third $5,000 contribution in 1954. The Cincin- 
nati concern has taken this substantial means of ex- 
pressing its interest in the medical profession and 
its confidence in the future of the American Acad- 
emy of General Practice. 

The first “‘oddity” of the Fall Wind-up Drive is a 
pledge card for $400 that the well-intentioned mem- 
ber neglected to sign. Postmarked New York City, 
it was mailed in an Academy business reply en- 
velope, with no return address. Regrettably, that’s 
one pledge the Fund will probably never collect! 


(As of September 29, 1953) 


contributions total pledges 
state September 9-29-53 September 
_ 785 
85 390 15 
District of Columbia........ _ 647 — 
Massachusetts. ........... 4716 
25 1,330 75 
350 6,725 750 
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contributions total pledges 
state September 9-29-53 September 

New Hampshire........... _ 668 _ 
Mow Jersey. 2,075 
4,736 _ 
North Carolina........... _ 2,380 _ 
North Dakota............ _ 85 _ 
25 630 75 
Pennsylvania............- 2,148 
1,200 
2,120 10,928 3,915 
510 _ 
10 611 15 
162 
Commercial organizations... 5,000 13,575 _ 
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NOW 


the first intramuscular digitoxin 


DIGITALINE NATIVELLE’ 


INTRAMUSCULAR 
for dependable digitalization and maintenance 


when the oral route is unavailable 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 

is indicated for patients who are 
comatose, nauseated or uncoopera- 
tive, or whose condition precludes the 
use of the oral route. 


DIGITALINE NATIVELLE 
INTRAMUSCULAR 
provides all the unexcelled virtues of 
its parent oral preparation. 

Steady, predictable absorption. 
Equal effectiveness, dose-for-dose 
with oral DIGITALINE NATIVELLE. 
Easy switch-over to ora] medication. 


Clinical investigation has shown that DIGITALINE NATIVELLE INTRAMUSCULAR 
is “effective in initiation and maintenance of digitalization. A satisfactory therapeutic 
effect was obtained with minimal local and no undesirable systemic effects.’’* 


# 
DIGITALINE NATIVELLE INTRAMUSCULAR —1-cc. and 2-cc. ampules, boxes of 6 and 50. Each cc. provides 0.2 mg. yy 
of the original digitoxin- DIGITALINE NATIVELLE. 


*Strauss, V., Simon, D. L., Iglauer, A., and McGuire, J.: Clinical Studies of Intramuscular Injection of Digitoxin 
(Digitaline Nativelle) in a New Solvent, Am. Heart J. 44:787, 1952. 


Literature and samples available on request. 


VARICK PHARMACAL COMPANY, INC. 
(Division of E. Fougera & Co., Inc.) 
75 Varick Street, New York 13, N.Y. 
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What Others Are Saying... 


General Practice in Britain 


A committee of the British Medical association has 
just completed a new study of the operation of 
Great Britain’s national health service, the gigantic 
program of publicly-financed medical care, which 
should be of particular interest to Americans. 

This committee was not concerned with the eco- 
nomic status of doctors under the plan nor with 
the people’s attitude toward the care provided at 
the taxpayers’ expense. Primarily it sought to dis- 
cover what, if anything, had been the effect of the 
system on the quality of medical practice in Britain, 
especially on the work of the general practitioner. 
And its findings appear calculated to give any in- 
telligent Briton a sense of profound disquiet. The 
London Times has summarized them in these 
words: 

“The health service, which was intended to en- 
large the competence of the general practitioner, 
has in fact enlarged his uncertainty. . .. Doctors 
who work in hospitals have been separated from 


doctors who do not. General consultants are tend- 
ing to give way to specialists, while specialists are 
becoming more specialized and less willing to deal 
with the personal doctor on equal terms. So public 
hospital-mindedness (a reference to overuse of hos- 
pital facilities under the plan) is strengthened, 
since the general practitioner is given no very 
evident incentive to good work.” 

The News Chronicle of London adds this post- 
script: “Too many doctors are too busy to examine 
patients thoroughly and to diagnose ailments care- 
fully enough. Their surgeries (offices) are crowded 
by, among others, those who have trivial complaints 
and want free treatment for them.” 

If the committee is right, therefore, whatever the 
theory behind the British experiment, the actual 
result thus far would seem to have been to work 
against the standards of general practice—a high 
price to pay for any social gain. 

—Kansas City Times, October 1, 1953 


*‘A POLITE spanking was administered to the American College of Sur- 
geons and its Executive Director, Paul R. Hawley, by the AMA House 
of Delegates in New York last month.”"—-GP 


**HAWLEY’s critics fail in bid for support of AMA delegates . . . resolu- 
tions condemning ‘unsavory publicity’ are heard, but delegates fail to 
act on move to censure Dr. Hawley.”—Modern Hospital 


WHICH 
JOURNAL 


oe **Hawtey did get away with a wrist slap instead of the anticipated flog- 


you ging.” —Medical Economics 


READ? ‘In place of the resolutions attacking Dr. Hawley, the association 
accepted a mildly-phrased version which urged doctors not to ‘utter 
or publish ill-considered statements.’ To most observers, the AMA’s 
actions June 3 amounted to a clear victory for the American College of 
Surgeons, long a leader in the fight against unethical doctors, and for 
Dr. Hawley.”—San Francisco Chronicle 
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the realization of a hope ... 


a new physiochemical complex 


normalizing cholesterol 


One out of every 6.3 cardiovascular patients 


One out of every 4.1 diabetic patients 
has hypercholesteremia.t 


Recent studies have proved that Monichol", generally nor- 
malizes elevated blood cholesterol levels. Patients treated 
showed a significant drop of serum cholesterol levels ranging 
from 59 to 233 mg. per 100 ml.t 

Monichol, therefore, is indicated both prophylactically and 
therapeutically in patients showing elevated serum choles- 
terol levels associated with cardiovascular disease and diabetes. 


Monichol has cholesterol lowering properties not attributable 
to any of its component parts. 


Monichol, in the experience of the investigators, has 


proven to be entirely non-toxic. 


Formula: Each teaspoonful (5 cc.) of Monichol contains: 


Polysorbate 80 500 mg. 
Choline Dihydrogen Citrate 500 mg. 
Inositol 250 mg. 
Dosage: 1 tsp. (5 cc.) 4 times daily or 2 tsps. twice daily after meals. 


Supplied: In bottles of 12 oz. Literature available on request. 


IVES-CAMERON COMPANY, INC., 22 East 40th Street, New York 16, N. Y. 


, D. A., ond Levites, M. M.: Hypercholesteremia. Effect on Chol | Metaboli 
a Polysorbate 80-Choline-Inositol Complex (MONICHOL) J.A.M.A. 152:682 (June 20) un *Trademark 


Over a Quarter Century of Service to the Medical Profession 
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[HE DOCTOR’S PERFECT GIFT 


ORDER 


Here is the perfect answer to the perplexing gift problem for your general practitioner colleague, or that young 
student or intern in whom you have a paternal interest. Nothing will be so appreciated as his own personal 
copy of GP each month. Translate a gracious Yuletide gesture of friendship into a thoughtful round-the-year 
invitation to share the pleasures and valuable knowledge in your magazine. In no other way can you make such 


an appreciated gift at so little cost. 


We will mail an attractive Gift An- 
nouncement, in time for his Christ- 
mas morning stocking. The subscrip- 
tion will start with the January issue. 
Half Rate for students, interns, and 
residents. For non-member physicians 
in active practice, the subscription 
is $10.00. 


GP, Broadway at 34th, 
Kansas City 11, Mo. 


Please send a one-year Gift Subscription as follows: 
Active Physician $10.00; [] 

Student Intern Resident $5.00 [J 

My check is enclosed. 

Please send the recipient a Gift Announcement bear- 
ing my name: 


Subscription for 
Name. 


Adda 


USE THIS COUPON City, State 
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only Kolantyl gives him 
this four way 


7 
Demulcent 


m. S. Merrell Company... Pioneer in Medicine 


/) a A 
A 
four way action of Kolanty! 
: Compare che ° «tion for peptic ulcet- 
* 
3 Antispasmodl’ 
cent than 
Demu! ti asmodic that is more effective 
nty! Merrell’s distinctive an ‘backfire’ - 
e atropine — from 


m for 125 Years 


relief of 


peptic ulcer 


controls four important 
etiologic factors 


Every ulcer patient you 

see wants RELIEF—prompt relief. 
Only Kolantyl*provides these 
four therapeutic approaches to 
peptic ulcer: antacid, 

antipeptic, antispasmodic and 
antilysozyme-demulcent. 


Your Kolantyl prescription 
represents one of the most complete 
peptic ulcer preparations 

available today. Give your next 
ulcer patient economical 

four way relief... prescribe 
good-tasting Kolantyl. 


Kolantyl 


CINCINNATI 
St. Thomas, Ontario 


New York 


Appearance of active duodenal ulcer 
after 12 weeks ambulatory treatment 
with diet and Kolantyl, marked clini- 
cal improvement.! 

Prescribe Kolantyl for 
Prompt Relief of peptic ulcer, 
gastritis, hyperacidity. 

action: 

Antacid (magnesium oxide, alu- 
minum hydroxide) for almost 
immediate, prolonged neutral- 
ization of acid without rebound. 
Antipeptic (sodium lauryl sul- 
fate) inhibits necrotic action of 
pepsin and lysozyme. 
Antispasmodic (Bentyl) re- 
lieves painful spasm comfort- 
ably ; superior to atropine.’ 
Demulcent (methylcellulose) 
provides a protective coating 
of the ulcerated area. 
composition: 

Each tablet or 10 cc. Kolantyl Gel 
contains: 

Bentyl Hydrochloride 

Aluminum Hydroxide Gel . . . 
Magnesium Oxide 

Sodium Lauryl Sulfate 

Methylcellulose 

dosage: 

Prescribe two to four teaspoon- 
fuls Kolantyl Gel or two tab- 
lets (chewed for more rapid 
action) every 3 hours, or as 
needed for relief. 

Gel supplied in 12 oz. bottles — 
Tablets in bottles of 100 and 
1000. 


3. HUFFORD, A. R.: MICH. STATE MED. SOC. 49:1308, 1960. 
2. MCHARDY, G. AND BROWNE, 0.: SOU. MED. J. 4511139, 1952. 
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KOLANTYL® SENTYL’ T. 


Samples Free! Write on your letterhead 
for special individual packets of Gerber’s 4 
Cereals for professional use. Dept. 1011-3, 
Fremont, Michigan. 


Doctors Anticipate “Quads”! 


Gerber’s “Quads”, of course! New small 
sizes of Gerber’s four starting cereals . . . 
neatly packaged together in cellophane. Rice, 
Barley, Oatmeal, and Cereal Food (a mixed 
cereal) combined for greater ease in rotating 
variety, in determining infant preference, in 
convenience for young mothers. 


SELECTIVITY. When variety of flavor is indi- 
cated, Gerber’s “Quads” give assurance the 
young mother will rotate all four enriched 
cereals. In cases of suspected allergy, 
“Quads” involve little waste during “elimina- 
tion” period. 

INFANT ACCEPTANCE. Gerber’s Cereal 
“Quads” are highly acceptable to babies be- 
cause of extra-smooth texture, pleasant mild 
flavors. It’s simple to discover which cereal 
varieties the baby prefers. The regular 8 oz. 
size of Gerber’s Cereals may be G@geser@ 
recommended as baby’s appetite (iu 
increases. 


Babies ane our business... 
busimess ! 


(Gerber's 


BABY FOODS 


4 CEREALS e 60 STRAINED & JUNIOR FOODS. 
INCLUDING MEATS 
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/ The yalu¢ Terrantycin in promptly £ontrolling/otitis media, 

/ severe Sinusitis, | otracheobroénchitis, bacterial /p ni 
and vy; ly All jnfegtions of the’ respiratory tract, due Xo of com- / = 
/ plicated by/the’mahy Prgahismis sénsjtive/to Terramycin, 

a er Af clinical yecord. 
/ xcéllept toleration/and rapid yespgnse, Teframtycin 

is a apy of/choice Aor/bacterial respirato act/inféctions. 

/ / / Aniong thé conv ient forms/of Verramy¢in Are Capéules, 
/ / ablets (syga coateg BOC d-tastin, Oral S pen sion, pon- 
J / F / / algoholic Dfops, Intrayenots for hospital Ase in séve: 
/ / infe arious/ topical préparations including Trockes 

Nasal and Aerosol for adjunctive’ the / 
Pfizer PFIZER LABORATORJES 
/ Division, Chas,/Prizef & Inc., yn 


W 


designed for 


scientific, comfortable 
lumbosacral support 


Camp lumbosacral supports for men pro- 
vide extension over the lumbar region 
. . - and the proper amount of support at 
the proper points. They’re economically 
priced . . . immediately available. Their 
comfort encourages patient cooperation in 
their use. 


Medial snap button front closure 
PLUS three hook and eye safety 
catches for easy, positive closing. 


Triple side adjustment , . . lets 
you concentrate the support in 
the proper place in the proper 
amount. 


Two stainless steel stays inserted 
in garment with two additional 
casings for insertion of extra 
stainless steel stays for additional 
inf w 


S. H. CAMP and COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Screntifsc Supports 
OFFICES AT: 200 Madison Ave., New York; Merchandise Mart, Chicago 
FACTORIES: Windsor, Ontario; London, England 
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“Normally the fetus receives 
from 300 to 500 mg. of i iron “es 

from the mother...” _.. 
Pediatrics 7:136, Jan. 1951. Su 


Pregnancy makes exceptional nutritional de- 
mands on the mother, CALFERBEE supplies the 
nutriments known to be depleted by the de- 
mands of the fetus. 

The gastric resistant coated tablet not only 
assures better tolerance, but also assures maxi- 
mum absorption of the contents for extra thera- 
peutic effect. 

CALFERBEE is not cluttered with components 
for which there is as yet no clear-cut need in 
human nutrition. Thus, the tablet is small, easy 
to take, and reasonable in cost. 


CARROLL DUNHAM SMITH 
PHARMACAL COMPANY 


New Brunswick, New Jersey 
Established 1844 


GIVES THE MOTHER 
WHAT THE 
FETUS TAKES 


deficiency and iron 
deficiency anemia cannot 

»: be cured by diet.” 

Sy 143:1252, Aug, 5, 1950. 


calcium from the mother even 
if her diet is deficient.” 
Am. J. Obst. & Gynec. 57:1037, June 1949, 


Each easily-swallowed CALFERBEE tablet pro- 
vides: 


Calcium phosphate tribasic—400 mg.—66% 
more calcium and 11% more phosphate than 
the dibasic salt—approximate ratio calcium to 
phosphorus of 2 to 1. 

Ferrous sulfate exsiccated—100 mg.—the min- 
imum daily requirement—2.5 times the iron in 
the same amount of ferrous gluconate. 

The vitamins most needed during gestation: 
The minimum daily requirement of vitamin D, 
thiamine and ascorbic acid, and 1 that of ribo- 
flavin. 

DOSAGE: One or two tablets repeated at the discretion 
of the physician. 
SUPPLIED: In bottles of 100 and 1000. 
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clinically 


accepted 


for treatment 


of 
HYPERTENSION 


Recent clinical investigations 
show that protoveratrine pro- 
duces a significant decrease in 
systolic and diastolic blood pres- 
sures. With adequate dosage, 
this well-tolerated veratrum de- 
rivative can often maintain 
blood pressure near normal 
levels indefinitely, and alleviate 
such symptoms as headache, in- 
somnia, delirium, dizziness, and 


blurred vision. 
Effective dosage for the indi- 
vidual patient can usually be 
readily established with Veralba, 
which is available in both 0.2 
mg. and 0.5 mg. grooved tablets. 


Write for literature and 
“dose-establishment” package 


VERALBA 


(Brand of Protoveratrines A and B) 


CHEMICALLY STANDARDIZED... 
FOR OPTIMAL CONTROL OF 
DOSAGE 


@ The therapeutic range of protoveratrine is 
narrow. Hence, continued response to estab- 
lished dosage requires an accurately-stand- 


ardized dosage form. 


© Veralba is the only protoveratrine prepa- 
ration standardized by chemical assay. The 
potency of Veralba Tablets is not permitted 
to vary from lot to lot by more than 3%, 
plus or minus. 
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PITMAN-MOOQORE COMPANY 


Division of Allied Laboratories, Inc. * Indianapolis 6, Indiana 
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MILK WITH 
A BLUE RIBBON 
PEDIGREE 


Over 43 years of scientific Established new 
cattle breeding on the world’s record 
Carnation Farms near Seattle for milk 
have resulted in a long line “ 

of famous Holstein champions production— 
like the one shown here. 41,943.4 pounds 
Cattle from these prize-winning a year. 
bloodlines are shipped to 
dairy farms throughout 
America to improve the quality 
of the milk supplied to 
Carnation processing plants. 


ED 
Milk Every Doctor Knows” 


nit’ 


INCREASED -HOMOS 
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helps control cough and clear congestion 


BENYLIN® EXPECTORANT 


BENYLIN EXPECTORANT relieves distressing cough and uncomfortabie 
congestion because it combines Benadry]® hydrochloride, highly 

effective antihistaminic, with other proven remedial agents. A palatable 
raspberry-flavored and raspberry-colored syrup—free 

from narcotic drugs—its antispasmodic, decongestant, and mucolytic action 
helps assure prompt relief whether the cough is due to cold or allergy. 


BENYLIN EXPECTORANT 
RELAXES bronchial musculature 
LOOSENS cough 


LIQUEFIES mucous secretions 
SOOTHES irritated mucosae 
CLEARS congestion 


BENYLIN EXPECTORANT contains in each fluidounce: 
Benadryl hydrochloride (diphenhydramine 

hydrochloride, Parke-Davis) . . Chloroform . 2 gr. 
Ammonium chloride . ‘ 3 Menthol . . . « « A/10g. 
Sodium citrate . . 5% 
DOSAGE: One or two teaspoonfuls every two to three hours. Children, one-half to one teaspoonful 
every three hours. Supplied in 16-ounce and 1-gallon bottles. 


s 


: | Farke, Das onfpuany 


ki DETROIT, MICHIGAN 
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Lhe Amertvun of General Practice 


pleased le 


THE M&R AWARD 


PRESENTED BY THE M & R LABORATORIES 


lhe two most ugnyficant sccenlifec articles 


fllished Maing the your 


TWO EQUAL AWARDS OF ONE THOUSAND DOLLARS EACH 


WILL BE PRESENTED ANNUALLY TO TWO MEMBERS OF THE ACADEMY 


BY A SPECIAL AWARDS COMMITTEE 


APPOINTED BY THE BOARD OF DIRECTORS OF 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


NOTE: OFFICERS OF THE ACADEMY, DIRECTORS, AND MEMBERS OF 


THE PUBLICATION COMMITTEE, ARE INELIGIBLE FOR THIS AWARD 
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Gantrisin ‘Roche’ is especially 
sOluble at the pH of the kidneys. 
That's why it is so well tolerated... 
does not cause renal blocking... does 
not require alkalies. Produces high 
plasma as well as high urine levels. 
Over 150 references to Gantrisin®in 


recent literature. 
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eee for wide-spectrum 


antibacterial therapy. 


Each Gantricillin-300 


tablet provides 300,000 
units of penicillin PLUS 
0.5 Gm of Gantrisin®-- 
the single, soluble 


sulfonamide. 
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night... 


rain 
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N° TELLING WHEN you're going to wish you had a Kodak Signet 
35 Camera. There may be a picture that’s vital to a before-and- 
after record. There may be a picture of special value for reference, 
research, teaching, evidence, or as an illustration for a paper. You’re 
prepared for it with a “Signet 35,” offering range-finder focusing as 
close as 2 feet. 


Take a few moments to see and learn about this camera. It’s 
beautifully designed to serve you well. You'll find it competent as a 
professional aid and you’ll respect its ability to give you outstanding 
personal pictures. 


Kodak Signet 35 Camera weighs only 18 ounces, 
slips into a jacket pocket. It carries the Kodak Ektar Lens 
f/3.5, famed for color purity, fine definition. Single win- 
dow for picture composition and range-finder focusing 
- down to 2 feet. Shutter with speed to 1/300-second; 
synchronized for Class M flash lamps. Film advance by 
flick of the thumb. Price, $92.50, includes Federal Tax 


and is subject to change without notice. 


For further information see your photographic dealer 
or write: 


EASTMAN KODAK COMPANY 
Medical Division, Rochester 4, New York 


Serving medical progress through Photography and Radiography 
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the new | omallo prenatal capoulea 


Natalins 


A nation-wide survey of practicing physicians 


revealed large size and large dosage to 


be the greatest deterrents to patient’s regular 


use of prenatal capsules. 


Vitamin and Mineral Potencies 


Natalins are designed to overcome the 


3 capsules 
disadvantages of the usual large size, large dosage supply 


prenatal capsules, yet provide generous vitamin Vitamin A 6000 units 
Vitamin D 600 units 
and mineral supplementation. Natalins’ small, Ascorbic acid 100 mg. 
easy-to-swallow size and small dosage of only panera oes. 
; Riboflavin 4.5 mg. 
3 capsules daily assure instant, as well as Niacinamide 30 mg. 
Pyridoxine hydrochloride 0.6 mg. 
continued, patient acceptance throughout 
the stress period of pregnancy. Folic acid 1 mg. 


Vitamin B;2 (crystalline) 1 meg. 
Iron (from ferrous sulfate) 22 mg. 
Calcium 375 mg. 
Phosphorus 188 mg. 
Natalins also contain traces of copper, 
zinc, manganese, magnesium and fluorine. 


Supplied in bottles of 100 and 500. 


Natalins 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A. 
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Odorless and stainless, 
each Vagisol suppository 
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elief ¢ pruritus and pain in 
rapid disappeatianceé of the typica thie 
an unusually high cure rate these are the feat 
which characterize the clinical performa 


_ Vagisol in trichomonas vaginitis. In a carefully 


(Nov.) 1952. : 


ye 
| 
& in 2.15 mean patient 
@ Produces a 
18 days in 72‘, of the patients 
Suceinie Acid..,.....12.5 mg. dramatically superior to those seen with 
B50 mg. Therapy is simple; the patient is instructed to inse 
GORSEY) preparation SMITH-DORSEY Lincoln, Nebraska 
181 


Conclusive evidence 


of the effectiveness and low toxicity 
of Furadantin 
in treating bacterial urinary tract infections 


is provided in its recent 


acceptance by the Council 


f 


ISTRY 


FURADANTIN 


brand of nitrofurantoin 
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States: 


NORWICH 
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The N.N.R. 
monograph 


on Furadantin 


CAFON Inc 


NEW YORK 


Nitrofurantoin.—Furadantin (Eaton) .— 

Actions and Uses.—Nitrofurantoin, a nitrofuran derivative, 
exhibits a wide spectrum of antibacterial activity against both 
gtam-positive and gram-negative micro-organisms. It is bac- 
teriostatic and may be bactericidal to the majority of strains of 
Escherichia coli, Micrococcus (Staphylococcus) pyogenes albus 
and aureus, Streptococcus pyogenes, Aerobacter aerogenes, and 
Paracolobactrum species. The drug is less effective against 
Proteus vulgaris, Pseudomonas aeruginosa, Alcaligenes faecalis, 
and Corynebacterium species; many strains of these organisms 
may be resistant to it. However, bacterial resistance to other 
anti-infective agents is not usually accompanied by increase in 
resistance of the organisms to nitrofurantoin. The drug does 
not inhibit fungi or viruses. 


Nitrofurantoin is useful by oral administration for the treat- 
ment of bacterial infections of the urinary tract and is indicated 
in pyelonephritis, pyelitis, and cystitis caused by bacteria sensi- 
tive to the drug. It is not intended to replace surgery when 
mechanical obstruction or stasis is present. Following oral ad- 
ministration, approximately 40% is excreted unchanged in the 
urine. The remainder is apparently catabolized by various body 
tissues into inactive, brownish compounds that may tint the 
urine. Only negligible amounts of the drug are recovered from 
the feces. Urinary excretion is sufficiently rapid to require ad- 
ministration of the drug at four to six hour intervals to main- 
tain antibacterial concentration. The low oral dosage necessary 
to maintain an effective urinary concentration is not associated 
with detectable blood levels. The high solubility of nitro- 
furantoin, even in acid urine, and the low dosage required 
diminish the likelihood of crystalluria. 


Nitrofurantoin has a low toxicity. With oral administration 
it occasionally produces nausea and emesis; however, these 
reactions may be obviated by slight reduction in dosage. An 
occasional case of sensitization has been noted, consisting of a 
diffuse erythematous maculopapular eruption of the skin. This 
has been readily controlled by discontinuing administration of 
the drug. Animal studies, using large doses administered over 
a prolonged period, have revealed a decrease in the maturation 
of spermatozoa, but this effect is reversible following discon- 
tinuance of the drug. Until more is known concerning its long- 
term effects, blood cell studies should be made during therapy. 
Frequent or prolonged treatment is not advised until the drug 
has received more widespread study. It is otherwise contra- 
indicated in the presence of anuria, oliguria, or severe renal 
damage. 


Dosage.—Nitrofurantoin is administered orally in an average 
total daily dosage of 5 to 8 mg. per kilogram (2.2 to 3.6 mg. per 
pound) of body weight. One-fourth of this amount is ad- 
ministered four times daily—with each meal and with food at 
bedtime to prevent or minimize nausea. For refractory infec- 
tions such as Proteus and Pseudomonas species, total daily 
dosage may be increased to a maximum of 10 mg. per kilogram 
(4.5 mg. per pound) of body weight. If nausea is severe, 
the dosage may be reduced. Medication should be continued 


for at least three days after sterility of the urine is achieved. yy] yy] 
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” Through ‘its rapid, dual action, URISED effectively combats the two primary causes 
.of pain, burning, urgency, dysuria and frequency, in genito-urinary infections. 


“*URISED exerts the prompt antibacterial action of methen- 
\ ». amine, salol, methylene blue and benzoic acid along the 
entire urinary tract—to rapidly reduce irritation, spasm 


~ and the pus cell count—encourage healing of the muco- 
sal surfaces. 


*URISED rapidly relaxes painful smooth muscle spasm and 
aids in the restoration of normal tone through the de- 


pendable parasympatholytic action of atropine, hyoscy- 
amine and gelsemium. 


Literature available on a 


1161 Jefferson Bivd., Los 
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TIME-SAVING DIATHERMY 


MORE EFFECTIVE, 


EASIER TO ADMINISTER > 


Give YOUR patients... 


MAXIMAL comfort and satisfaction. 
SYMBOL OF DEPENDABILITY AND PERFORMANCE! POSITIVE therapeutic advantages. 


IN 
ELECTROMEDICAL APPARATUS THESE COME WITH EVERY 


SW660 DIATHERMY 
THE LIEBEL-FLARSHEIM COMPANY 


CINCINNATI 15, OHIO 
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It is with pride and satisfac- 
tion that we announce this most 
recent advance in vascular head- 
ache therapy. 


Although Cafergot supposi- 
tories are just now being 
released, research to date by 
independent clinicians and 
researchers have already demon- 
strated the advantages of this 
latest Sandoz product: 


CAFERGOT SUPPOSITORIES 


Each suppository contains: ergotamine tartrate 
2 mg. (1/32 grain) caffeine alkaloid 100 mg. 
(1% grain) in a cocoa butter base. 


Dose: 


1 suppository at onset 
of attack. 

Second 1 hour later 
if necessary. 

No more than 3 per attack. 


available in 
boxes of 12. 
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AS EFFECTIVE AS PARENTERAL 


“_..rectal suppositories have been found as 
effective as hypodermic injections, sometimes 
more effective, and always more convenient. 
Nausea and vomiting are minimal with rectal 
medication.” 


Friedman, A. P. & von Storch, T. J. C.: 
Neurology 7: 6 (Nov.-Dec.) 1951. 


EASILY ADMINISTERED — POTENT 


“Because of the ease of self-administration 
and guaranteed absorption in spite of gastro- 
intestinal upset this agent [Cafergot supposi- 
tories] should become a worthwhile tool in 
our armanentarium, particularly since it 
sacrifices none of the potency of parenteral 
ergotamine.” 


Fuchs, M. & Blumenthal, L.: M. Ann. 
District of Columbia 21]: 7 (July) 1952. 


CONVENIENT 


“In almost any occupation, anywhere the 
patient may go, he can take two suppositories 
with him. They require none of the [injec- 
tion] paraphernalia ...no special technique 
... patients who show no response to the oral 
Cafergot can use the rectal insert at the very 
onset of the headache—the time agreed upon 
by all clinicians for the optimum effect.” 


Bankoff, M. L.: J. Indiana M. A. 44: 836 
(Sept.) 1951. 


FOR THE DIFFICULT PATIENT 


“The suppository is preferable to the oral 
medication in severe cases, even when nausea 
and vomiting are not encountered.” 

Kadish, A. H.: New England J. Med, 

242: 581 (April) 1950. 
“Without exception . . . they [30 vascular 
headache patients] preferred the supposi- 
tories to other dosage form.” 


Anderson, J. R. & Rubin, W.: 
New Orleans M. & S. J. 104: 578 (Aug.) 1952. 


RAPIDLY ABSORBED 


“Physiologically, the rectal route is suitably 
adapted to rapid absorption because of the 
comprehensive blood supply to the rectum. 
Blood from the rectum is carried directly to 
the right auricle, thus circumventing the liver. 
The absorption from the rectum is fairly 
rapid. The drug reaches the inferior vena 
cava without encountering venous stagnation 
in the liver or bowel.” 


Reisman, E. E.: Am. Pract. & Digest 
Treat. 3: 4 (April) 1952. 


Mouth to Cerebral 
Vessels through 
STOMACH & LIVER 


Cranial Circulation 


a 


Rectum to Cerebral 
Vessels avoids 
STOMACH & LIVER 
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Enriched bread, representing the bulk of 
bread consumed today, makes significant 
nutrient contributions to the dietary and 
to the nutritional health of the American 
people.! Bread cannot be regarded merely 
as an energy food. Instead, it is an impor- 
tant purveyor of many nutrients which a 
large proportion of our population would 
never receive in adequate amounts if en- 
riched bread were not available on so large 
and wide a scale.2 Here is what modern 
day enriched bread provides: 


VITAMINS: Containing specified amounts 
of thiamine, riboflavin, and niacin, en- 
riched bread makes a significant contribu- 
tion to the satisfaction of these vitamin 
requirements. Enriched bread has played 
an important role in virtually eliminating 
frank deficiency diseases and materially 
reducing subclinical deficiency states re- 
sulting from dietary inadequacies in these 
essentials. 


MINERALS: By providing substantial 
amounts of calcium*® and of added iron, 


1. Sebrell, W. H., Jr.; Trends and Needs in Nutrition, 
J.A.M.A. 152: 42 (May 2) 1953. 

2. Flour and Bread Enrichment, 1949-50: Prepared 
by The Committee on Cereals, "Food and Nutrition 
Board, National Research Council, 1950. 


20 NORTH WACKER DRIVE 


REFERENCES 


AMERICAN BAKERS ASSOCIATION 


e CHICAGO 6, ILLINOIS 


modern enriched bread goes f** in satisfy- 
ing the needs for these substances. For ex- 
ample, six ounces of bread on the average 
provides approximately 15 per cent of the 
day’s recommended calcium allowance for 
adults and 38 per cent of the iron allow- 
ance. 


PROTEIN: The protein of commercial 
bread is of high biologic value because it is 
a mixture of wheat flour protein and milk 
protein, the latter derived from added non- 
fat milk solids. One pound of enriched 
bread furnishes about 39 Gm. of protein. 


ECONOMY: At its present day low price, 
bread represents an outstanding nutri- 
tional “buy.” It provides not only generous 
amounts of essential nutrients, but also 
readily available food energy. These fea- 
tures truly make enriched bread one of 
America’s basic foods. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


ON 


#0005 AND 


3. Data furnished by the Laboratories of the Ameri- 
can Institute of Baking, Chicago, Illinois. 

4. ome. H. C.: Chemistry of Food and Nutrition, 
ed. 8. New York, The Macmillan Company, 1952, 
pp. 212; 597-600; 646. 
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arrests 
bleeding 
in minutes 


KOAGAMIN™ 


SYSTEMIC AID TO FASTER CLOTTING 


KOAGAMIN acts rapidly —in minutes, not hours—because it acts directly on the blood-clotting 
mechanism, unlike vitamin K (indicated only in relatively infrequent prothrombin deficiencies). 


In daily practice—KOAGAMIN is an invaluable aid in arresting capillary 

or venous bleeding of surgical, traumatic or internal origin. Used preoperatively, 
it assures a clearer field and less postoperative oozing. Especially useful in: 
postpartum hemorrhage - uterine bleeding - prostatectomy « tonsillectomy 


epistaxis - oral and nasal surgery + gastric ulcer. 


Safe—no untoward side effect—including thrombosis—has ever been reported with KOAGAMIN. 


KOAGAMIN, an aqueous solution of oxalic and malonic acids for parenteral use, is supplied in 10-cc. diaphrag ppered vials. 


CHATHAM PHARMACEUTICALS, INC. 
NEWARK 2, NEW JERSEY, U.S.A. 
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No other low-priced x-ray unit 
includes all these diagnostic “musts”! 


COMPARISON CHART PROVES MAXICON ASC IS YOUR BEST BUY 


MAXICON | UNIT UNIT UNIT 


Table positions from 10° Trendelenburg to vertical 


Variable speed table angulation 


Radiation-protective table panels 


18-in. focal-spot to table-top distance for fluoroscopy 


Counterbalanced tube stand, providing adjustable focal- 
film distances up to 40 in. 


Signal-light centering system for Bucky radiography 


Provision for cross-table radiography 


12-step line-voltage compensator 


Automatic selection of large or small focal spot 


45 x 78-in. or less space requirement 


b gos the comparison chart tells the story! 
Maxicon ASC is the only low-priced diagnostic 
unit that gives you all ten features essential 

for both fluoroscopy and radiography as standard 
equipment . . . not extras. 

Remember, too, you get two-tube efficiency at 
one-tube cost. Maxicon ASC provides over- 
and-under the table tube positioning easily, 
compactly, economically. 

If you're in the market for a 
diagnostic unit, make this comparison 
yourself. Ask your GE x-ray repre- 
sentative to demonstrate Maxicon 
ASC’s clear superiority. Or write 
X-Ray Department, General 
Electric Company, Milwaukee 1, 
Wisconsin, for Pub. F-11. 


You can put your confidence in — 


GENERAL @ ELECTRIC 
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means examined and found abnog 


when the history 
hints at diabetes 


CLINITEST 


BRAND 


for urine-sugar analysis 
CASES 


Pneumonia 
Influensa 


Get dates, describe the 
duration. Any comy 


20 30 40 #450 60 


SISTER 
BROTHER 
MOTHER 
FATHER 

UNCLE 

AUNT 

COUSIN 
GRANDFATHER 
GRANDMOTHER 
DAUGHTER-SON 


NIECE—NEPHEW 


The Diabetic Relatives of 265 Diabetics' 


In view of “...the very high incidence 
of...unsuspected cases among the 

blood relatives of diabetic patients,” 
urine-sugar testing of all such 

individuals should be routine and frequent. 


1. Barach, J. H.: Diabetes and Its 
Treatment, New York, Oxford University 
Press, 1949, p. 38. 

2. Allen, F. M.: Diabetes Mellitus, 

in Piersol, G. M., and Bortz, E. L.: 
Cyclopedia of Medicine, Surgery, Specialties, 
Philadelphia, F. A. Davis Company, 

1951, vol. 4, p. 505. 


AMES 


COMPANY, INC., ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 


{ 
means examined anc 
Use center section to recorc 
Tuberculosis 
deliveries 
Abe 
ger 


For the patient who needs a “‘lift”’ 
along the road to recovery. 
This is the patient whose lack of energy 


depresses him and whose worry 


keeps him tense and unrelaxed. 


i 
MEL Ce 4 — 
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the 
‘convalescent 
blues’ 


Syntil is specifically designed for such an individual. 
It provides two desirable actions: 


1. Dispels dejection—to impart a feeling of energy which gives him 
a brighter outlook, Syntil contains the sympathomimetic, Syndrox® 
Hydrochloride. 


2. Allays nervous tension—to promote relaxation, overcome 
insomnia, Syntil contains Butisol® Sodium for its mild, prolonged 
sedative effect. 


SYMPATHOMIMETIC.- SEDATIVE 


Each scored yellow tablet contains: 

Syndrox® Hydrochloride............ 2.5 mg. 

Butisol® Sodium.......... .15 mg. (4 gr.) 
Bottles of 100 and 1000 


LABORATORIES, INC. 
PHILADELPHIA 32, PA. 
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all the patients who represent 


the 44 uses for short-acting N EMBUTAL 


As A sedative or hypnotic . . . in obstetrics, surgery, 

pediatrics ...in more than 44 clinical conditions . . . short- 
acting NemBuTa has established a 23-year record of 
acceptance and effectiveness. 


Here’s why: 


1. Short-acting NEMBUTAL (Pentobarbital, Abbott) 
can produce any desired degree of cerebral depression 
—from mild sedation to deep hypnosis. 


2. The dosage required is small—only about one- 
half that of many other barbiturates. 
FOR INSOMNIA OR 3. Hence, there’s less drug to be inactivated, shorter 
try the 50-mg. (%-gr.) duration of effect, wide margin of safety and little tend- 


—- ency toward morning-after hangover. 
Sodium capsule. 


4. In equal oral doses, no other barbiturate combines 


quicker, briefer, more profound effect. 


FOR BRIEF AND 
PROFOUND HYPNOSIS Any wonder, then, that the use of short-acting 


try the 0.1-Gm.(1¥-gr.) 9 
prt bn NEMBUTAL continues to grow each year? How many of 


Sodium capsule. short-acting NEMBUTAL’S 
uses have you tried? 
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24- hour” pain relief 
for the rheu atic patient 


more over 


longer periods of time, with 


8.3 Gen. yellow ‘enteric coated Teblet or 5 cc. of Liquid. Pabalete- 
Bae * Sodium monium’seficylate 0.3 Gm. (5 gr.) and paro-aminobeénzolc acid (as the paren: 


edo toxic reactions, on | 

MmOW, each Tablet als- contains $0 mg. ascofbic acid. NO increase in cost to patent 


Increases respiratory tract fluid almost 200% 


Reduces coughing spells up to 70% 
Relieves bronchiolar constrictions 
Improves patient’s mood 
No adverse side effects 


ins 


FORMULA: Glyceryl guaiacolate 100 mg., and desoxyephedrine 
hydrochloride 1 mg., per 5 cc., in a palatable aromatic syrup. 


*Cass, L. J. and Frederik, W. Ss, Am. Pract. and Digest of Treat., 2:844, 1951. Report 
of blind test on 52 hospitalized patients. 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
Ethical Pharmaceuticals of Merit since 1878 


| 
fy 
N'A 


DEPENDABLE 
RELIEF 


HP*ACTHAR Gel, subcutaneously or intramus- 
cularly brings fast, dependable relief in ano- 
genital pruritus and other itching dermatoses. 
HP*ACTHAR Gel does not provoke sensitivity 


reactions, as do so many “sedative drugs” or 
“antipruritic ointments”. 


Three patients with intractable anogenital 
pruritus who were completely relieved by ACTH 
therapy have been reported in a recent article.t 
In other instances, HP*ACTHAR Gel provides 
needed relief until specific, time-consuming 
measures can exert control. 


tFromer, J. L., and Cormia, F. E.: J. Invest. Dermat. 18: 


The small total dose re- 
quired affords economy and 
virtual freedom from side 
actions. 


CHICAGO 11, ILLINOIS 


A THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY 
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concentrated 


power 
THE ANEM 


IC 


(HEMATINIC CONCENTRATE 
WITH INTRINSIC FACTOR, LILLY) 
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Only two pulvules of “Trinsicon’ daily supply thera- 


peutic quantities of all known antianemia factors. 


*Trinsicon’ contains concentrated intrinsic factor (to 


assure more complete absorption of vitamin B,2), as 


well as therapeutic quantities of iron, vitamin C, vita- 


min B,:, and folic acid. 


To provide the most convenient and economical 


therapy in both primary and secondary anemias, pre- 


scribe “Trinsicon’! 


Each pulvule supplies: 
Liver-Stomach Concentrate, Lilly 

(Containing Intrinsic Factor) 300 mg. 
Vitamin By. (Activity Equivalent) 15 meg. 
Ferrous Sulfate, Anhydrous 300 mg. 
Ascorbic Acid (Vitamin C) 75 mg. 
Folic Acid 1 mg. 


Supplied in bottles of 60 (30 days’ supply) and 500. 


Hc 


EZ 
Coz 


NEW CONVENIENT DOSAGE 
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prenatal 


supplement 


is more completely assimilated...more easily tolerated 


Ulvical’s complete toleration during pregnancy 
results from its unique compounding. Each 
component is scientifically deposited in the 
gastrointestinal tract where it is physiologically 
most suited. Calcium and iron are deposited in 
the duodenum and oil-soluble vitamins, in the 
jejunum. 

Ulvical generously supplies all the required 
nutritive materials in an easy-to-take tablet... 
at a modest prescription price. Write today for 
doctor’s sample. 


HERE’S HOW ULVICAL WORKS 


Water-soluble vitamins dissolve in stomach for 
quickest assimilation and conversion. 


Enteric coating over compound vitamins and 
minerals does not dissolve at gastric pH. These 
pass into duodenum intact. 


Enteric coating dissolves at duodenal: pH, 
releasing calcium, phosphorus and iron. Iron 
available in the duodenum is more effective 
than that carried to the jejunum. 


Enteric coating over oil-soluble vitamins and 
vitamin B. dissolves in the jejunum at pH8+. 
Common nausea is thus prevented. 


Equally effective in geriatrics. 


1,500 USP units 
200 USP units 


(Ca 150 mg. P 120 mg.) ...7. ; 

Ferrous Sulfate USP 


3 gr. ( ULMER ) 


2 mg. 


DOSAGE 
One tablet 3 times a day as a supple- 
ment. 2 tablets 3 times a day for 
therapeutic use. 


ULMER PHARMACAL COMPANY 


MINNEAPOLIS 3, MINNESOTA 
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Reflects in your patients... 


a fresh response and 


vigorous 
improvement 


anticnemio therapy 
ma singie 


In Armatinic Activated, the hemopoi- Each ARMATINIC ACTIVATED 
etic factors activate and potentiate 
each other in their interrelated role Exslccated ......... 
Crystamin..... 
Folic Acid 


in producing mature red blood cells. 
Ascorbic Acid 
(Vitamin C) . 


**Liver Fraction (N. F.) 
Desiccated Duodenum. .350 mg. 


LABORATORIES *The Armour Laboratories Brand of Crystalline 
Vitamin Byz. **The liver is partially digested 
with duodenum during manufacture. 
Supplied in bottles of 100 and 1000. 
Also available: Armatinic Liquid, bottles of 


8 oz. and 16 oz. 


A DIVISION OF ARMOUR AND COMPANY 
CHICAGO 11, ILLINOIS 
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Vitamin By plus activators 
THE ARMOUR = 


oN TONIC. 
of wide application 


Provides the multiple requirements for effective treatment of 
nonspecific asthenia. 


The combined therapy is designed to increase appetite and 
improve the blood picture. Better digestion and improved anabolism 
are part of the corrective process. 


Livitamin is designed to treat the entire syndrome 


|massengill] sristo., TENNESSEE WITH IRON 


GP Volume Vill, Number 5 


(Equiv. gi 
£ynecolog 
convales Mes 
gvs 


de giustibus... 


By direct appeal to the palate, DIASAL enlists the willing cooperation 

of patients on low-sodium diets. Its exceptionally high 

taste-equivalence to table salt is matched by close resemblance 

in other properties! — DIASAL looks, pours and otherwise 

behaves like sodium chloride at the table and in the kitchen. 

. Containing chiefly potassium chloride (plus glutamic acid 

and inert excipients), DIASAL is free from sodium, lithium and ammonium. 
‘It is accordingly safe to prescribe for prolonged and 

liberal use. DIASAL also serves as a prophylactic against the 
potassium depletion which may accompany low-sodium dieting.? 


DIASAL 


seasons food like salt safely 


‘ 


packaging: ovailabléin 2-oz. shakers and 8-02: bottles. 


Samples and low-sodium-diet sheets for your patients available on request to Professional Servite Department. 


== FOUGERA == E. FOUGERA & COMPANY. INC. 
75 VARICK STREET. NEW YORK 13, N.Y. 


1. Rimmerman, A. B., and others: A Comparative Study of Sodium-free Salt Substitutes, 
Am. Pract. & Digest Treat. 2:168, 1951. 


2. Fremont, R. E., and others: Postgrad. Med. 10:216, 1951. 
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IN THE TREATMENT OF HYPERTENSION 


-_ @ around the clock action—through the day and the 
night —from 4 doses per day... 


e no deleterious” side actions — no — 
allergic reactions 


developing tolerance... 
action today from today’s 


Veriloid, the selective alkaloidal extract (alkavervir frac- 
tion) of Veratrum viride, biologically assayed in dogs, is 
dependably uniform in potency and action. 

It lowers blood pressure promptly through mediation 
of the central nervous system, without ganglionic or adren- 
ergic blockade. Not a local vasodilator. 


Its administration is not fraught with the dangers of 
postural hypertension. 


Once dosage is established, prolonged control of hyper- 
tension is possible. Even after nine months’ therapy 30% 
or more of patients retain the induced reduction in blood 
pressure—a notably high percentage. 

It causes no dangerous side effects. Nausea and vomit- 


ing occasioned by overdosage prove a valuable guide in 
dosage adjustment. 


Since action is not cumulative, since tolerance does not 
develop, Veriloid is excellently suited “‘for the long pull’”’ 
over the years. 


coentee, E R.: Veratrum and Its Derivatives, The Practitioner 170:189 
( 

Wilkins, R. W.: Recent Experiences with Pharmacologic Treatment of 
Hypertension, in Bell, E.T.: BS. pe A Symposium, Minneapolis, 
University of Minnesota Press, 195 

Merritt, W. A.: The Treatment of tad tia’ ereancion with Veratrum, 
Proc. Staff Meet. Mayo Clin. 27:481 (Nov. 9} 


RIKER LABORATORIES, INC. 


8480 Beverly Boulevard + Los Angeles 48, California 


VERILOID is supplied in slow-dissolving scored tablets, 
in 2 and 3 mg. potencies. Initial recommended dosage, 9 
mg. daily, in divided doses, not less than 4 hours apart, 
preferably after meals. Maintenance dose, 9 to 24 mg. 
per day. 

VERILOID-VP provides in each scored tablet 2 mg. of 
Veriloid and 15 mg. of phenobarbital. Initial daily 
dosage, 1 or 2 tablets t.i.d. or q.i.d. 
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Another Sonotone First 


the latest electronic miracle .. . 


\ 3 


EARING AID 


ACTUAL SIZE! 


This tiny transistor pro- 
vides up to twice the power. 


Here is the electronic marvel that startled 
the scientific world—that the government 
has already put to secret use—that seems 
destined to perfect such modern wonders as 
wrist radios and mechanical brains—now 
made available to the public for the first 
time by SoNOTONE. 


SONOTONE 
CORPORATION 


Is here at last to bring your patients 
better hearing at less operating cost 


Yes, here in the first hearing aid of its kind, 
SonoTone uses the tiny germanium tran- 
sistor—actually weighs less than a couple of 
Bufferin® tablets—to offer all hard of hear- 
ing people the benefits of this revolutionary 
discovery. It packs up to twice the power 
into the smallest SonoTone in history—into 
the thinnest hearing aid that we have ever 
seen. Operating costs are reduced more than 


50%. 


Other SONOTONE Products: 

Sub-miniature vacuum tubes 

Cathode ray electron guns for television tubes 

Nickel cadmium storage batteries for the armed 
services 


“TITONE” phonograph pick up cartridges 


Fill out this coupon to receive complete 
information. 
SONOTONE CORP. 
Dept. G-113 
Elmsford, New York 


Please send me full information on the new 
SonoTone TRANSISTOR Hearine AID. 


ELMSFORD, N.Y. 


ease 
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A coming First: 


the Now coronary vasodilator 


Metamine 


Leeming brand of triethanolamine trinitrate biphosphate 


more effective 
inangina prevention 


than other coronary dilators. When taken routinely, 
METAMINE prevents anginal attacks or greatly di- 
minishes their number and severity. In addition, 
METAMINE is apparently nontoxic, even in prolonged 
or excessive dosage. 


there is a reason 


METAMINE is chemically distinct from all other organic 
nitrates in that it has a nitrogen, rather than a carbon 
linkage. This perhaps explains its greater effectiveness 
and freedom from side effects. 


Dosage: METAMINE is effective in a dosage of only 
2 mg. Toprevent anginal attacks, swallow | METAMINE 
tablet after each meal, and 1 or 2 tablets at bedtime. 
Full preventive effect is usually attained after third 
day of treatment. 


Supplied: METAMINE tablets, 2 mg., vials of 50. 


Theos. Leeming 155 East Forty-FourtH STREET, NEW YorK 17, N.Y. 
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The new objective is adapting corticoid therapy 


The new attainment is Cortef Acetate Ointment, 


Major advance in dermatitis control: 


The new direct approach to the control of der- 


matitides is hormonal, enlisting the antiphlogis- 
tic and antiallergic potency of compound F— 
foremost of the corticosteroid hormones. 


to simple inunction treatment, and obtaining re- 
lief in various forms of dermatitides within days 
—sometimes within hours. 


which rapidly controls edema and erythema, 
halts cellular infiltration, arrests pruritus in such 
harassing skin problems as atopic dermatitis, con- 
tact dermatitis, pruritus vulvae and ani, neuro- 
dermatitis, and seborrheic dermatitis. 


Supplied: Cortef Acetate Ointment is available in 5 
Gm. tubes in two strengths—2.5% concentration (25 
mg. per Gm.) for initial therapy in more serious cases 
of dermatitis, and 1.0% concentration (10 mg. per 
Gm.) for milder cases and for maintenance therapy. 


Administered: A small amount is rubbed gently into 
the involved area one to three times a day until defi- 
nite evidence of improvement is observed. The fre- 
quency of application may then be reduced to once a 
day or less, depending upon the results obtained. 


TRADEMARK FOR UPJOHN’S BRAND OF HYDROCORTISONE. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 


for medicine... produced with care ...designed for health 


: 
at 
Upjohn 


How ‘Dexamyl’ relieved anxiety and depression—A case history 


The unique value of ‘Dexamyl’ in providing symptomatic relief from mental 
and emotional distress is clearly demonstrated in this case history 
—reported by a Philadelphia general practitioner. 


Patient: "G.L., age 48, introduced himself to me as follows: 
"Doctor, I'm so nervous I can't sleep...can't eat...gas bothers me 
all the time...everything's useless. I don't even want to make 

a living any more!' 


"As a traveling salesman, he was under constant nervous pressure — 
making trains; keeping business dates; meeting schedules; 

eating catch-as-—catch-can; sleeping on trains and in different 
hotels. He had a simple anxiety state — and obviously was deeply 
depressed. We also diagnosed duodenitis and ariboflavinosis. 


"I made him stop work and put him to bed — his first experience 

with complete rest. A bland diet, gastroduodenal antispasmodics 

and intravenous vitamin medication were used successfully." 

After 14 days "... I began making plans for him to get up and about — 
but he did not show the slightest interest in cooperating." 


to relieve anxiety, depression and inner tension 
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Medical Treatment: "To get him back on his feet, I prescribed 'Dexamyl', 
1 tablet q.3 h. for 2 days; then q.4h. for the next 3 days; 
and gradually reduced the dosage thereafter." 


Response: "He insisted on getting out of bed the day after we started 
‘Dexamyl' therapy and he made plans to return to work 2 days later, ina 
capacity which would permit him to eat and sleep at home. His enthusiasm 
for 'Dexamyl' was unlimited: He said, '... after 14 days of being an invalid, 
it actually made me feel alive again.' 


"He now takes a 'Dexamyl' tablet only occasionally, p.r.n., and is able, 
for the first time in his life, to work with calmness and confidence." 


These unposed photographs of patient G.L. were snapped during an actual interview 
with his physician. 


Each tablet contains Dexedrine* Sulfate (dextro-amphetamine sulfate, S.K.F.), 5 mg.; 
amobarbital (Lilly), 4% gr. Each 5 cc. teaspoonful of the elixir is the dosage 
equivalent of one tablet. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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MODERN 
MANAGEMENT 


The small total dose required affords 
economy and virtual freedom from side actions. 


HP*ACTHAR Gel, subcutaneously or intramuscularly, 
provides rapid relief of even severe pain, especially in 
the acute stage of bursitis and tendinitis. 

Unlike procaine infiltration or narcotics, HP*ACTHAR 
‘Gel does not simply dull the pain. It effectively counter- 
acts the underlying inflammatory reaction, concomitant 
swelling and edema. Even calcium deposits may dis- 
appear.t 
Steinberg, C. L., and Roodenburg, A. L.: J.A.M.A. 149: 1458, 1952. 


THE.ARMOUR LABORATORIES 
A. CHICAGO 11, ILLINOIS 
A DIVISION OF ARMOUR AND COMPANY 


*HIGHLY PURIFIED IN GELATIN) 


ACTHAR® IS THE ARMOUR LABORATORIES BRAND OF ADRENOCORTICOTROPIC HORMONE—CORTICOTROPIN (ACTH). 


GP ¢ Volume Vill, Number 5 


~ THE 
i 
| 
‘ 
af 
2. 
3 
Ha. 
BY. 
he 


The Biomydrin formula 


THONZONIUM BROMIDE 0.05%. Synthe- 
Improvement in 113 of 124 Patients* sized in the Nepera laboratories. Exceed- 
— ingly potent antibacterial. Greatly 
Diagnosis of patients | Improved enhances the antibiotic activity of neo- 
Chronic catarrhal rhinitis 11 11 mycin and gramicidin. Reduces surface 
Chronic allergic rhinitis 26 25 tension, facilitating spreading and pene- 
Right maxillary sinusitis 2 1 trating. Mucolytic. 
Chronic naso-pharyngeal NEOMYCIN SULFATE 0.1%. Effective 
6 against gram-positive and gram-negative 
| 
Coryza, Head cold, GRAMICIDIN 0.005%. Effective against 
Catarrhal rhinitis 58 51 gram-positive organisms. 
Influenza 2 1 PHENYLEPHRINE HCI 0.25%. Widely 
Acute catarrh 4 3 preferred vasoconstrictor. 
Hypertrophic rhinitis 12 18 THONZYLAMINE HCI 1.0%. Therapeutic 
TOTAL 124 113 concentration of this effective antihista- 
(42%) minic aids in controlling local allergic 
* Eye, Ear, Nose and Throat Monthly32:512 (Sept.) 1953. manifestations. 


¢ Prompt, prolonged shrinkage of nasal 


\it/ mucosa without secondary congestion. 
\VWY ¢ pH is 6.2. Isotonic and buffered. 


© Does not interfere with ciliary activity. 

e Spray covers larger area than could be 
reached by drops. 

Available on prescription only. 


DOSAGE: Adults—2 or 3 sprays in each nostril; 4 or 5 
times a day as needed, or as directed by physician, 
Children—1 or 2 sprays in each nostril; 4 or 5 times a 
day as needed, or as directed by physician. 


BROMIDE’ ARE TRADEMARKS OF NEPERA CHEMICAL CO., INC. 


Nepera Chemical Co., Inc. Pharmaceutical Manufacturers, Yonkers 2, N. Y. 
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every patient with essential 


hypertension is a candidate 
for RAUDIXIN treatment 


RAUDIXIN is the drug 


touse first; 


step 1 


Raudixin controls most cases 
of mild to moderate hypertension, 
and some severe cases. 


step 2 
If blood pressure is not adequately | so 300 
controlled in four to eight weeks, ? 
Vergitryl (veratrum) may be added to | © [250 
Raudixin. This brings many of the remaining | .> 
patients under control. Raudixin tends to | 5 Vergitryl added 
delay tolerance to Veratrum, 2 = — 1 oe tid : 
and makes smaller dosage possible. | & | ia 
[150 
\ 
DAYS > 10 20 30 40 70 
step 3 Raud able 0.1.0 
For the few patients resistant to this | so [300 Other drugs added 
combined regimen, a more potent drug : ry —_ 
may be added, for example, Bistrium | E -Vergitryl added aa 
(hexamethonium). The most potent drugs, | .> ee 
which are potentially dangerous, | 5 ~_ 
are thus used only as a last resortin | @ [200 
the most refractory cases. a 
= 
2 
Squibb rauwolfia 


DAYS > 10 20 30 40 50 60 70 


59 mg. tablets containing the whole 
yowdered root of Rauwolfia serpentina 
Bottles of 100 and 1000 SQUIBB manutacturirg chemists to the medical profession since 1858 


ano ‘eistriuM’® are TRADEMARKS 
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ansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spans 


The revolutionary new oral dosage form 


brand of sustained release capsules 


What ‘Spansule’ capsules are 


Each ‘Spansule’ sustained release capsule contains scores 

of tiny medication-bearing coated pellets with varying 
disintegration times. Upon ingestion, part of the medication 
is released immediately; the rest is released gradually, 

yet uniformly, over a period of 8-10 hours, with therapeutic 
effect lasting approximately 10-12 hours. 


hours hours 4 8 12 


Note—by contrast—in this graph the sustained therapeutic 
effect with one ‘Spansule’ capsule. 


4 8 12 
This schematic graph illustrates the typical “peak and 
valley” therapeutic effect with tablets, t.i.d. 


How ‘Spansule’ capsules differ from presently available 
“enteric-coated”’ and layered “‘timed-action”’ tablets 


“*Enteric-coated”’ tablets are designed merely to protect 
the medication from absorption until it reaches the 
small intestine—to prevent nausea or irritation from 
certain drugs. 

Layered “‘timed-action” tablets simply release two in- 
dividual concentrated doses—to provide a full day’s 
medication with just one tablet. However, the thera- 


peutic effect of such preparations is no different from 
that obtained with ordinary tablets taken b.i.d. 


‘Spansule’ capsules, in marked contrast, provide a 
means of orally administering a drug so that a contin- 
uous and uniform supply of medication is made avail- 
able for absorption throughout the day—or night. 


Smith, Kline & French Laboratories, Philadelphia 


Trademark for S.K.F.’s brand of sustained release capsules (patent applied for). (see other side) 


ansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule' 


‘Spa 


. 
uniform release of medication over a prolonged period of tim 
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nsule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spans 


Because of the advantages inherent in the ‘Spansule’ 
capsule dosage form, S.K.F. is working constantly 
toward the development of new ‘Spansule’ capsules 


incorporating adaptable therapeutic agents. 


The following Spansule} sustained release capsules 
are now available: 


Dexedrine” Spansule capsules 


DEXTRO-AMPHETAMINE SULFATE, S.K.F. 


for day-long control of appetite in weight reduction 


Benzedrine”* Sulfate Spansule capsules 


AMPHETAMINE SULFATE, S.K.F. 


for relief of chronic tiredness 


Eskabarb* Spansule capsules 


PHENOBARBITAL, S.K.F. 


for continuous, even sedation throughout 
the day—or night 


Smith, Kiine & French Laboratories, Philadelphia 
tTrademark for S.K.F.’s brand of sustained release capsules (patent applied for). 


* Trademark. (see other side) 


sule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansule’ ‘Spansu 


x 
10 mg. & 
15 mg. 
15 mg. | 
1 gr. & 5 
gr. 
; 
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two 
outstanding 
reasons why 


is so highly effective 
\ for the persistent, dry 
and unproductive cough 


instead of codeine, for its exceptional freedom 
from such side effects as nausea, vomiting, 
constipation and retention of sputum. 


L 3 Dihydrocodeinone is used (in equivalent dosage) 


Pyra-Maleate® the highly effective antihistaminic, 
is included in the formula, for suppression of the 

allergic manifestations which frequently complicate 
the common cold. 


Pyraldine also helps liquefy mucus and has a local 
soothing effect on irritated mucosa. 


Each fluidounce of PYRALDINE contains: 


Dihydrocodeinone bitartrate (Warning: May be habit forming). . % gr. 


Pyra-Maleate® (Brand of Pyrilamine Maleate). . . 2... 75 mg. 


In a mentholated, fruit-flavored, syrup vehicle. 


PYRALDINE Expectorant is supplied in bottles of one 
pint and one gallon. Narcotic registry number required. 


VANPELT & BROWN, INC., Pharmaceutical Chemists 
RICHMOND 4, VIRGINIA 
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(ERYTHROMYCIN WITH TRIPLE SULFAS, LILLY) 


Sugar coating 
One-half the sulfonamide dose 
Acid-resistant coating 
4, ‘Ilotycin’ plus one-half the sulfonamide dose 


Laminated construction assures maximal utilization of ‘Ilotycin 
and produces a more constant blood level of sulfonamides. 


The recommended daily dosage (3 tablets four times a day) 
provides 600 mg. of ‘Ilotycin’ and 4 Gm. of triple sulfonamides. 


GP ¢ Volume Vill, Number 5 


: 
: 
by 
| 


‘[lotycin’ is 
now avail 
practical dosage for af in the foliowing 


LILLY)- CRYSTALLINE: 


100 or 200 me- 


‘our to six hours: 


‘Tlotyein” plus 


s—50 
3 tablets 


ablet. Dosage 


CRYSTALLINE: 
panel—100 ‘Jlotycin’ 
1 teaspoonful 


SPENSION _qaste-Tested 


FOR ORAL sw 
plus 0.5 Gm. mixed 
osage: Thirty -pound child, 
proportion to weight. 


IGIN 
ATOR OF ERYTHROM 
YCIN 
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Dosage: 200 mg- every 
0.33 Gm. mixed <ulfonamides* pert 
oo | four times daily- 
per teaspoonful (5 ce-)- Dosage: Thirty -poun 

every hours; others, proportion to weight. In 60-cc- bottles. 
yous 
by Junior Panel—10 
<ulfonamides™ per teas 
1 teaspoonful every six 
In 60-ce- pottles. 
1LOTYCIN: CRYSTALLINE, mg. pet Gm. 
Ms 4 | Dosage: Apply to the affected area three or four times daily- 
In Y-ounce tubes. 
* Equal parts of sulfadiazine, sulfamer azine, and gulfamethazine- 
7 
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FOR “PERHAPS THE MOST COMMON DEFICIENCY“ 


Iron deficiency anemia, ‘‘probably the 
commonest nutritional deficiency dis- 
ease,’’! occurs frequently in infants and 
children, particularly during periods of 
rapid growth.?:* 

A specific response is obtained in 
these cases with the use of Fer-In-Sol, 
a concentrated solution of ferrous sulphate 
for convenient drop dosage. Fer-In-Sol 
is well tolerated, blends perfectly 
with fruit juices, and leaves minimum 
aftertaste. 


(1) Youmans, J. B., in Handbook of Nutrition, 
Chicago, American Medical Association, 1951, 
p. 577; (2) Hansen, A. E., in Mitchell-Nelson 
Textbook of Pediatrics, ed. 5, Philadelphia, 
W. B. Saunders Co., 1950, p. 106; (3) Heck, 
F. J.: J.A.M.A. 148: 783, 1952. 


0.6 cc. contains 
75 mg. (about 
1 grain) ferrous 
sulfate. Avail- 
able in 15 and ” 
50 cc. bottles Fer-In-Sol 


with calibra ted CONCENTRATED SOLUTION 


dropper. Fer- In- Sol MEAD 
MEAD JOHNSON & COMPANY 


Evansville 21, Ind., U.S.A. 
transvitte, indians, USA 
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The 


FLEET 
ENEMA 


Now in the new 
single-use disposable unit 


A distinctive feature of this unit is its sanitary rectal tube 
protected by the cellophane envelope. After the tube is 

in position, the enema solution is instilled by squeezing the 
polyethylene container. A special rubber diaphragm 
prevents leakage and provides controlled rate of flow. 


SEGMENTAL CATHARSIS with the Fleet Enema affords 
clinically proved advantages for proctoscopy and 
sigmoidoscopy ‘— for preoperative cleansing and 

postoperative use* relieve fecal or barium impactions*:* 
Sstanesecne cee —for use in collecting stool specimens *—as a routine enema. 


sert ture 


Extensive experience shows that “within two to five minutes 
the left half of the bowel empties completely 
without pain or spasm.”? 
7° oe : 1. Burnikel, R. H. & Sprecher, H. C.: Am. J. Dig. Dis. 
—— ‘ . Marks, M. M.: Am. J. Dig. Dis. 18:219, 1951. 
Marks, M. M.: Personal communication, 1952-1953. 
. Sweatman, C. A.: J. South Carolina M. A. 49:38, 1953. 


. Hamilton, H., in Trans. 5th Am. Cong. Obst. & Gyn., 
Mosby, 1952, p. 69. 


lo 


4 only one 
FLEET ENEMA 
DOSAGE: Adults: 4 ounces. Infants and children: 


2 ounces or as directed by physician. 


‘Phospho-Soda’ and ‘Fleet’ are registered 
trademarks of C. B. Fleet Co., Inc. 


Available through your regular source of supply. 
C. B. FLEET COMPANY, INC. 
Lynchburg, Va. 


Single-Use unit of 4% oz. contains in each 
100 cc., 16 Gm. sodium biphosphate and 6 
Gm. sodium phosphate—an Enema Solution 
of Prospxo-Sopa (Fleet). 


a SOMETHING NEW... 
— 
J 


4 a really effective treatment 


for Seborrheic Dermatitis of the scalp 


... keeps scalp free of scales for one to four weeks 


In clinical trials with 400 patients'*? SELsuN Sulfide Suspension pro- 
vided complete control in 81 to 87 percent of all cases of seborrheic der- 
matitis . . . and in 92 to 95 percent of cases of mild seborrhea (common 
dandruff). SELSUN frequently proved successful after other recognized 
treatments had failed to produce satisfactory results. These studies 
showed that SELSUN stops itching and burning symptoms after only 
two or three applications . . . and that scaling is controlled for one to 
four weeks. 

Patients find SELSUN simple and pleasant to use . . . it is applied while 
washing the hair, then rinsed out. As a result, the scalp is left clean and 
odorless, and there is no oily residue to come off on clothing or linens. 
Toxicity studies’? show there are no harmful effects when used ex- 
ternally as recommended. 

Designed strictly for the medical profession, SELSUN is available only 
on a physician’s prescription. It is supplied by pharmacies 
everywhere in 4-fluidounce bottles with tear-off labels. CLBGott 


References: 
1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. Dermat. & Syph., 64:41, July. 
2. Slepyan, A. H. (1952), Ibid., 65:228, February. 

3. Ruch, D. M. (1951), Communication to Abbott Laboratories. 


TRADE MARK 


SULFIDE 


(SELENIUM SULFIDE, ABBOTT) 
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Before treatment with Selsun 


After two weeks of treatment 


After six weeks of treatment 
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TABLETS AND ELIXIR 


TRIPLE-ACTING to produce 
Each tablet or spoonful neuromuscular relaxation and 
(5 c.c.) contains: 
Mephenesin promote tranquility, thus breaking 
““dibesie) ee 2.5 the chain of fatigue, aches and pains, 
Butabarbital 
of 10h, and 1000 depression, and the numerous other 


Elixir: Bottles of 8 oz. symptoms associated with tension. 


A PRODUCT oO F REED & CARNRICK 
A trusted name since 1860 JERSEY CITY 6,N. J. TORONTO, ONT., CAN. 
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Detective 


The Case of the 


MASKED BEAUTIES 


Wane we are prone to regard youth as an 
exciting, care-free age, it is filled with many psy- 
chological stresses and uncertainties. For the young 
girl, especially, there are many problems — the 
date for the school prom, good grades in classes, 
regard of colleagues, choice of a career, emo- 
tional and romantic involvements, etc. 

It is unfortunate then that skin problems are 
often greatest at the very age when complexion 
beauty seems so very important. Acne is, in the 
main, a problem of adolescence. It imposes pro- 
found psychological barriers that lead to intro- 
vert personalities and lack of confidence. Unless 
properly treated, it results in permanent disfigure- 
ment and scarring. Because of this, acne should 
always be considered seriously and treated with 
medical care. 

Recently your Medical Detective has observed a 
number of cases of permanent damage in attempts 
at home treatment of acne. Take the cases of 
Miss M. and Miss R. 

These young ladies were currently in the “acne 
age,” that is, in the age when acne affects some 
50% to 60% of young people. Because they were 
embarrassed by their complexions, they had been 


using heavy, opaque masking pastes, applied to 
the skin with a wet sponge, to conceal the lesions. 
While the pastes hid the blemishes, they were 
difficult to remove, plugged follicular orifices, re- 
tarded normal skin respiration, and caused more 
comedones and milia. The skin was pitted in 
many places as a result of trying to express these 
plugs by home methods. 

The problem of masking the blemishes, from a 
psychological viewpoint, was very real. For this 
reason, your Medical Detective was pleased to 
have available a liquid, complexion-tinted mask- 


PSYCHOLOGICAL SCARS 


The scars left by adolescent acne may be per- 
manent, disfiguring, and quick to meet the 
eye. But what are the psychological scars of 
this common complaint of youth? Acne is not 
a trivial disease, but a condition demanding 
immediate care for both physical and psycho- 
logical reasons. A two-way aid that hides the 
blemishes and provides continuous medication 
is described in this report from the Medical 


Detective. 


ing lotion of light texture that (1) concealed the 
lesions and (2) made possible the incorporation of 
precipitated sulfur and resorcinol monoaeetate as 
therapeutic agents. Thus a dual purpose of hid- 
ing the blemishes and providing treatment was 
accomplished at the same time. 

This complexion-tinted liquid is called AR-EX 
Foundation Lotion. It has a neutral pH, is not 
astringent, and contains no oils or waxes to ag- 
gravate the acne condition. It washes off easily 
and completely with bland soap and water. 

AR-EX Foundation Lotion, either with or 
without required incorporated medicaments, has 
proven the best topical management for acne we 
have yet seen. In the cases of Miss M. and Miss 
R., it effectively helped to keep the conditien 
under control. 


eTHE MEDICAL DETECTIVE 


You Will Approve 


A MASKING VEHICLE IN ACNE 


Complexion-tinted, hypo-allergenic, non-astrin- 
gent—AR-EX Foundation Lotion offers 2-way aid 
in acne treatment: (1) It masks embarrassing 
blemishes; (2) Provides an excellent vehicle for 
sulfur, resorcinol, salicylic acid or other medica- 
ments. Send for samples. ‘ A € EX 


the Gentleness of 


AR-EX 
FOUNDATION LOTION 


© Complexion Tinted 
© Hypo-Allergenic 
Non-Astringent 


Send for 
FREE SAMPLES 


FOUNDATION 


AR-EX COSMETICS, INC. LOTION 


1036 W. Van Buren St., Chicago 7, Ill. 
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Occasionally a patient may ask, “Why is FELSOL in powder form?” 


For good reason FELSOL has steadily maintained a powder form dosage, 
despite the current demand for tablets and capsules. 


Recent studies* emphasize why there is more pharmaceutical sense than 
meets the eye in powder form medication ...a simple, physical fact so obvious 
that its significance sometimes escapes the casual observer. The principle 
demonstrated is simply this: in any given medicine, the smaller the particle 
size, the greater the rate of absorption because of increased surface area. 
Having a larger surface area, medicinal ingredients in powder form display 
higher solution rates and more effective activity. 


Since prompt action is of the essence in symptomatic treatment of ASTHMA, 
HAY FEVER, and other bronchial allergic disease states, FELSOL in finely 
ground powder form insures quick and complete absorption. 


Gratifying relief from distressing respiratory and related symptoms thus 
comes swiftly and surely. 


This is the reason for FELSOL powders. 


*J. VV. SWINTOSKY, S. RIEGELMAN, 
T HIGUCHI, AND L. W. BUSSE, 
JOURNAL OF THE AMERICAN 
PHARMACEUTICAL ASSOC. 38.6: 
308-13, JUNE, 1949. 


Each powder weighs 1 gm. and contains: 
Antipyrine — 0.869 Gm. 

lodopyrine —0.031 ” 

Citrated Caffeine ——0.100 ” 


Professional samples and literature gladly sent upon request. 
AMERICAN FELSOL COMPANY ¢ LORAIN, OHIO 
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Topical Ointment of 


ACETATE 
(HYDROCORTISONE ACETATE, MERCK) 


Relieves 


Refractory 
Allergic 


Dermatoses 


Topical Ointment ; 

—for dermatologic use—represents a 

new, superior therapy for allergic dermatoses, even in cases that 
previously proved refractory. This ointment affords prompt relief 


and rapid improvement in disorders such as contact dermatitis, 


atopic dermatitis, and nonspecific anogenital pruritus. 


Literature on Request 


Hyprocortonk is the registered {ME MERCK & CO., Inc. 


trade-mark of Merck & Co., Inc. Manxfacturing Chemist 
for its brand of hydrocortisone. = Ss RAHWAY. NEW JERSEY 


© Merck & Co., Inc. 


GP « November, 1953 


bed 
4 
: 
he 
: : 
4 
3 
: 
4 
= 


In 1849, Elizabeth Blackwell became 
the world’s first woman physician. Born 
in Bristol, England, she came to New 
York with her family and later settled 
in Cincinnati, Ohio. 

In 1838, together with two sisters 
she started a boarding school, which in 
a short time was very successful. Six 
years later she closed the boarding 
school and started the long, hard strug- 
gle to become the world’s first woman 
physician. Turned down by medical 
colleges to which she applied . . . Eliz- 
abeth Blackwell resorted to private 
study. 

After strenuous effort she at last 
obtained admission to Geneva Medical 
College, Geneva, New York. Here as 
the only woman medical student she 
gained the admiration and respect of 
her fellow students, and in 1849 she 
graduated with highest honors. During 
her career she wrote many medical 


70 Pine Street New York 5, N. Y. 


BUSINESS meee IN 1846 


When Elizabeth Blackwell 
became the world’s first 
woman physician in 1849 


books and gave numerous lectures. In 
1869 she returned to England where 
she remained as a practising physician. 

It was three years prior to Dr. Eliz- 
abeth Blackwell’s historic accomplish- 
ment, that our founders Dr. Austin 
Church and John Dwight, introduced 
bicarbonate of soda (baking soda) to 
the western hemisphere. 

Since 1846 physicians have prescribed 
bicarbonate of soda for internal and 
external maladies. Arm & Hammer and 
Cow Brand are U.S.P. Bicarbonate of 
Soda (baking soda) are recognized as 
such by the Council on Pharmacy and 
Chemistry of the American Medical 
Association. 

Free children’s storybooks. We 
would like to send you children’s story- 
books on Dental Health for your wait- 
ing room. They are approved by leading 
educators. Just write to us at the 
address below. 
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a prescription 
that supplements 
sound advice... 
for the life that begins at 40 


provides, in generous quantity and in rational bal- 
ance, coacting factors reported to be helpful in the 
prevention and treatment of atherosclerosis. Thus, 
Morrison’ has recently found vascutuM “useful in 
improving the serum phospholipid-cholesterol ratio” 
of the atherosclerotic patient, with accompanying 
increase of both appetite and capacity for exercise. 


_ The average daily dose (6 capsules) contains: 
Choline . 
Inositol. 
di-Methionine . . . 
VitaminBiy. . . . 
Pyridoxine HCl . 
Ascorbic Acid . . . . 


SUPPLIED: In bottles of 100 capsules at all leading 
pharmacies. Also available: vascuToL,; a palatable, 
potent liquid source of choline, fortified with inosi- 
tol and pyridoxine. In bottles containing 16 fl.oz. 


1. Morrison, L. M.: Personal communication. 


SCHENLEY LABORATORIES, INC. 


©Schenley Laboratories, Inc. *Trademark of Schenley Laboratories, Inc, 


a 3-way attack on intranasal infection 


‘Drilitol’ provides 


. double antibiotic action 


‘Drilitol’ contains 2 antibiotics—anti-gram-positive gramicidin and anti-gram- 


negative polymyxin—to attack bacterial infection. 


. decongestive action 


‘Drilitol’ contains the vasoconstrictor—Paredrinet Hydrobromide— 


to relieve intranasal congestion. 


. anti-allergic action 


‘Drilitol’ contains the antihistaminic—thenylpyramine hydrochloride— 


to counteract local allergic manifestations. 


‘Drilitol’ is indicated for the treatment of common upper respiratory tract 
disorders such as: rhinitis, nasopharyngitis, bacterial colds, sinusitis, coryza 


and allergic rhinitis. 


antibiotic, decongestive, anti-allergic 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
tT.M. Reg. U.S. Pat. Off. for hydroxyamphetamine hydrobromide, $.K.F. 
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in prescribing, 


be sure to specify: 


rilitol Soraypak’ 


congertion 


DRILITOL SPRAYPAK 


Spraypale 
Ww 
wry. 3 


obs 
Preserved wih theme | 100,000 


OR 


rilitol’ Solution 


| in pach 


Fur the temporary retial 
tote, 500 am soluhor of 
Poredrne hydrabcomede /j 
¢ 
y 
ra 
a= £ 
é 
: 
DRILITOL* 
SOLUTION. 


For prompt and 


complete remission 


in bacterial diarrheas ... 


Streptomagma 


Dihydrostreptomycin Sulfate and Pectin 
with Kaolin in Alumina Gel 


@ STREPTOMAGMA combines Dihydro- 
streptomycin, for its potent bacteriostatic 
action, particularly against diarrhea-causing 
coliform organisms; Pectin, for its demulcent 
and hydrophilic effect; Kaolin, for its tremen- 
dous adsorptive power; and Alumina Gel... 
itself a potent adsorptive... soothing, pro- 
tective suspending agent. 


Dosage: Children, 1-2 teaspoonfuls t.i.d. 
Adults, 4 teaspoonfuls t.i.d. 


Supplied: Bottles of 3 fluidounces. 


Philadelphia 2, Pa. 
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LETTER S — Continued from page 25 
At Medicine’s Door 


Dear Sir: 

The article by Dr. Herbert Ratner (‘Hippocrates Has 
Vital Meaning for Physicians”) in the August issue of GP 
was a splendid and intensely thought-provoking contribution. 
It should be compulsory reading for every medical student 
and a daily reference for every practicing physician. 

The ills of our profession are self-made; our medical 
schools have for several decades emphasized the scientific, 
and the interest of our young graduates has too often been 
aimed toward the material wealth and social position they 
may achieve. As men of science, ostensibly devoted to the 
relief of human suffering, we have been jockeyed into follow- 
ing a public demand rather than supplying a public need. 

I am very happy that the editors of GP are men of the 
caliber they are and I hope they will continue to give us 
articles such as this excellent one. 

Georce O. Bassett, M.D. 
Tuolumne, California 


Muchas Gracias 


Dear Sir: 

We are very pleased to send you a copy of the August 
1953 issue of America Clinica, in which we have published 
a Spanish abstract of the article ‘Acute Arterial Occlusion,” 
by Dr. J. E. Estes, from the August 1952 issue of your 
journal. 


The art work, which you so kindly lent us, is being sent 
back under separate cover. We thank you very much for 
your co-operation. 

A. ALBERTI 


Editorial Secretary 
America Clinica 
New York, New York 
Prefers Continuous Pagination 
Dear Sir: 


Please forward to me the index to Volume 7 for GP, 
January-June 1953. As I wish to have the volume bound, 
I shall appreciate a prompt compliance with my request. 
May I, as a librarian, make a suggestion relative to the 
format of your fine journal, namely the monthly paging 
rather than the continuous paging of the journal? For us, 
who are always having to look up articles for the doctors, 
the monthly paging is a great inconvenience. 
Natauie B. Harstick 
Librarian 

John Young Brown Memorial Library 

St. John’s Hospital 

St. Louis, Missouri 


We realize that continuous pagination would be more con- 
venient for librarians and research workers, but through 
surveys we find that for general practitioners, who are our 
principal readers, monthly paging is preferable.—PuBLISHER. 
(Continued on page 229) 


One gf the valuable uses of Thyroid 


IN HABITUAL ABORTION’ 
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hes thyroid therapy G. E. S., and 


In a series of pregnancies complicated by true habitual 
abortion, 63.5% were associated with lowered thyroid 
function.? This lowered thyroid function is in contrast to 
that found in normal pregnancy, in which an early rise in 
serum protein-bound iodine occurs.’* Thyroid given 
early enough in pregnancy may diminish the tendency to 
abortion in cases in which there is no rise of 
serum protein-bound iodine. 


thyrar provides whole-gland thyroid 
medication at its best. Prepared from beef sources 


exclusively, thyrar undergoes dual standardization—it is 
chemically assayed and biologically tested. How Supplied: 
Tablets of 4, 1 and 2 grains in bottles of 100 and 1000. 


(1) Perlmutter, M.: Metabolism 2: 81, 1953; (2) Jones, 
Delfs, E.: J.A.M.A. 146: 1212, 1951; (3) 
Man, E. B., et al.: J. Clin, Investig. 30: 137, 1951. 


thyrar. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY «+ CHICAGO II, ILLINOIS 
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PHOTOGRAPH BY PAUL RADKAI 


From 6 to 60... the preferred dosage form 
REDISOL, 


CRYSTALLINE VITAMIN Bi2 


ACTIONS AND USES: REDISOL offers the versatile vitamin 
Biz in all the practical dosage forms. The soluble tab- 
lets are a convenient oral dosage for therapy in certain 
cases of anemia (such as nutritional macrocytic ane- 
mia). Children like to take Repisox Elixir, and it is 
particularly useful for compounding prescriptions. 
REDISOL Injectable provides more potent dosage 
strengths for use in selected anemias, such as perni- 


cious anemia. It is also valuable for the relief of pain in 
certain neuritic conditions (such as trigeminal neuri- 
tis), and also in some vascular disorders. 

SUPPLIED: In many forms — Soluble Tablets, 25 and 50 
mcg. in bottles of 36 and 100. ReDIsoL Injectable, 30 
and 100 mcg. per cc. in 10 cc. vials—and now 1,000 
mcg. per cc. in 1 cc. vials. Elixir, 5 mcg. per 5 cc. in pint 
SPASAVERe and gallon bottles. 
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(Continued from page 227) 
Wants GP in Germany 
Dear Sir: 

I am stationed with the army in Germany and would 
like to subscribe to GP. We have very little in the way of 
periodicals available to us in this area and I feel your jour- 
nal represents one of the best medical periodicals published. 

I would send you a check for a years subscription if I 
knew the exact amount, so I hope you will start the sub- 
scription and then bill me. 

I have intended the past several years to apply for mem- 
bership in the Academy but have not done so. I had a year’s 
rotating residency under the Academy’s program, and then 
practiced for several years in Michigan before entering the 
service. | would appreciate information on such an appli- 
cation. 

1/Lt. K. Emery, M.D. 
19th Medical Detachment 
Germany 


Percentage up at Ohio State 
Dear Sir: 

Enclosed please find five dollars ($5.00) for my sub- 
scription to GP for the coming year. As a senior in the 
college of medicine at Ohio State University, I find GP to 
be the one journal which limited time on a full scholastic 
schedule permits me to read and glean the best in recent 
scientific literature. 


Ohio State has done much to foster the role of the gen- 
eral practitioner, and it might be of interest to know that, 
contrary to previous years, a large percentage of the 1954 
graduating class is considering General Practice. Please 
begin my subscription with the current issue. 

Columbus, Ohio Howarp M. Sicat 


Happy To Share 
Dear Sir: 
Some days ago I had the pleasure of reading your “Memo 
from the Managing Publisher” in the August issue of GP. 
Thought you might get a kick out of the fact that we re- 
produced it as a part of the minutes of our departmental 
staff meeting for the folks here in New York and in our 
field public relations group with the following introductory 
paragraph: “Every once in a while we run across something 
in a magazine our field men are not likely to see, and that 
is too good not to share. The ‘Memo from the Managing 
Publisher’ in the August GP (published by the American 
Academy of General Practice), by Mac F. Cahal, is just 
such an item. We hope you’ll enjoy it as much as we have.” 
So that I do not risk the hazard of “tpuddery” I close this 
letter in haste with all good wishes to you and yours. 
Epw. F. STeGen 
Assistant Director 
Public Relations 
The National Foundation for 
Infantile Paralysis 
New York, N. Y. 


Ultraviolet radiations in medicine and 


surgery have produced beneficial results 


in many conditions. Doctor, investigate 
the merits of this therapy. 


The Hanovia Aero-Kromayer Lamp 


(air-cooled) is especially designed for 


local application, used in the treatment of 


Amenorrhea 
Pruritus 


Certain 
Gynecological 
conditions 

Acne Vulgaris 


Erysipelas 
Infected wounds 
Lupus Vulgaris and sinuses 


Five new authoritative treatises 
on ultraviolet mailed free on 
request. Dept. GP11 


Pityriasis Rosea 
Corneal Infections 
Otitis Media 
Indolent Ulcers 


Vincent's Angina 
geal 
uberculosis 


CHEMICAL & MFG. CO. 
NEWARK 5, NEW JERSEY 


WORLD‘ 
's LARGEST MANUFACTURERS OF ULTRAVIOLET EQUIPMENT 
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THE AMERICAN ACADEMY 
OF 


GENERAL PRACTICE 
TAKES PLEASURE IN ANNOUNCING 


The Mead Jonson Award 


FOR POST-GRADUATE TRAINING 
IN GENERAL PRACTICE 


Five Equal Awards Of One Thousand Dollars Each 
Will Be Presented Annually To Five Medical Students 


To Help Them Pursue A Year Of Residency Training 


In General Practice 
Recipionts will be chosen annually by the 
Appointed fiom the Academy Membership by the Board of Directors of 
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“THIOSULFIL: 


brand of sulfamethylthiadiazole 


the outstandingly effective sulfonamide 
in urinary tract infections 


waludle in SUSPENSION 


greater solubility 

lower acetylation 

rapid transport to site of infection 
effective bacteriostatic action 


minimum toxicity 


low dosage levels bottles of 4 and 16 fluidounces 


no need for alkalinization 


no forcing of fluids 


No. 785—0.25 Gm. per 
bottles of 100 and 1,000 


Detailed literature giving complete dosage regimens is available to physicians. 


AYERST, McKENNA & HARRISON LIMITED + New York, N.Y. * Montreal, Canada 
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The Physician’s Antacid ...Why? 


When a physician needs an ant- 
acid, what is his personal choice? 

We know, from daily contact 
with thousands of physicians from 
coast to coast, that a great number 
use Gelusil personally and for their 
families. Our professional service 
records show that many doctors 
have used it for years for hyper- 
acidity and related gastrointestinal 
disturbances. 

Why? 

They can have their pick of ant- 
acids, yet they use Gelusil. A phy- 


sician, like his patients, demands 
effectiveness without side effects. 

He gets this with Gelusil— fast, 
lasting relief from each dose, and 
no trouble with constipation or 
other aberrations, even with pro- 
longed use. Its palatable flavor is 
refreshing and always acceptable. 

An ever-larger group of doctors 
and their patients agree on Gelusil. 
Each year the usage of Gelusil in- 
creases substantially. 


WARNER-CHILCOTT LABORATORIES 
Division of Warner-Hudnut, Inc., 
New York 11, N. Y. 


e 
Prescribe Gelustl WARNER 
® 


THE PERSONAL ANTACID OF MANY PHYSICIANS BY PERSONAL PREFERENCE 
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Index to Advertisers 


Abbott Laboratories 
. opposite 130, 118, 194, 216-217 
American Bakers Aetacietion 
American Felsol Co 
Ames Co., Inc 
Ar-Ex Cosmetics, Inc... . 
Armour Laboratories 


Bischoff, Ernst, Co., Inc........... 
Burdick Corp., The 
Burroughs Wellcome & Co 


Central Pharmacal Co 

Chatham Pharmaceutical Products. .189 
Chicago Pharmacal Co 

Church & Dwight Co., Inc 

Ciba Pharmaceutical Products 
Columbus Pharmacal Co 

De Puy Mfg. Co 

Eastman Kodak Co 

Eaton Laboratories, Inc. . 

Endo Products, Inc......... 

Fleet, C. B., Inc 

Fougera, E., & Co 

Geigy Co., Inc 

General Electric X-Ray Corp....... 
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(ERY oe IN WITH TRIPLE SULFAS, LILLY) 


Gerber Products Co 
Glidden, Otis E., & Co. 
Hanovia Chemical & Mfg. Co. 

13, 123, 229 
Hoffmann-La Roche, Inc. . . opposite 178 
Holland-Rantos Co., Inc 
Irwin, Neisler & Co 
Ives-Cameron Co., Inc 
Jokake Inn.. 
Kinney & Co 
Knox, Chas. B., Gelatine Co., Inc. . 144 
Lakeside Laboratories. . .3rd cover, 234 
Lederle Laboratories opposite 162 
Leeming, Thomas, & Co., Inc 
Liebel-Flarsheim Co., The 
Lilly, Eh & Co. 

23, 25, 26, 127, 196-197, 212-213, 233 
McNeil Laboratories, Inc 192-193 
M & R Laboratories 
Maltbie Laboratories, Inc 
Massengill, S. E., Co 
Mead Johnson & Co. 

180, 214, 230, 4th cover 


Merrell, Wm. S., Co. 
2nd cover, 168-169 
Mosby, C. V., Co 
Nepera Chemical Co., Inc. . . 
Parke, Davis & Co 
Pfizer, Chas., & Co., Inc. 
20, 160, 171-172 


‘Tlotycin 


Pitman-Moore Co.. 
Reed & Carnrick 
Riker Laboratories, Inc. . ... . 
Robins, A. H., Co., Inc. 

116, 142, opposite 194 
Sandoz Pharmaceuticals . 186-187 
Schenley Laboratories, Inc........ . 
Schering Corp.......... 


.12, 202 


Sharp & Dohme, Inc... . . 
Smith-Dorsey Co., The 
Smith, Kline & French Laboratories. 
_ 8, 14-15, 122, opposite 146, 206- 
207, opposite 210, 224-225 
Sonotone Corp 
Squibb, E. R. & Sons 
Strasenburgh, R. J., Co 
Stuart Co., The 


Ulmer Pharmacal Co..... . 
Upjohn Co., The 

22, 113, 121, 129, 143, 205 
Vanpelt & Brown, Inc 
Varick Pharmacal Co., Inc......... 
Warner-Chilcott Laboratories 
Warren-Teed Products Co., The... 
White Laboratories, Inc....... 152-153 
Winthrop-Stearns, Inc... . 
Wocher, Max & Son, Co 
Wyeth, Inc 
Zimmer Mfg. Co.. . 


> and the 


sulfapyrimidines 


combined for gram- 


SPENSION 


positive and 
gram-negative 
mixed infections. 


In bottles of 60-cc. 

Each teaspoonful (5 cc.) provides 
100 mg. “Totycin’ plus 0.5 Gm. 
sulfonamides. 

Also: Tablets Inorycin-Sutra 
Each tablet contains 50 mg. 
“Hotycin’ plus 0.33 Gm. 
sulfonamides. 


ERYTHROMYCIN 


= ......6, 112, 148, 195, 199, 208, 227 | 
eo Ayerst, McKenna & Harrison, Ltd. Searle, G. D. & Co 1 
4, 140, 231 
ae 117 | 
150 
hae? Carroll Dunham Smith Pharmacal 
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-..when the 


patient Is in 


acute distress 


from 


“Meralluride sodium solution 
(MERCUHYDRIN ) in 1 to 2 cc. doses 
intramuscularly has been very 
effective and is not painful.”* In acute 
congestive failure, MERCUHYDRIN 
characteristically curbs tissue 
inundation and relieves dyspnea, 
orthopnea and cardiac asthma. 


Ampuls of 1 cc., 2 cc., and 10 cc. vials. 


*Stead, E. A., Jr., in Cecil; R. L., and 
Loeb, R. F: Textbook of Medicine, ed. 8, 
Philadelphia, W. B. Saunders Co., 

1951, p. 1065. 


waterlogging... 


(meralluride injection Y. S.P) 


dershiy tr diuretic 


LABORATORIES, INC... MILWAUKEE 1, WISCONSIN 
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“it's so nice to eat 


tasty food again’ 


TABLET 


NEOHYDRIN 


NORMAL OUTPUT OF SODIUM AN 


PRESCRIBE NEOHYDRIN whenever there is retention of sodium and water 
except in acute nephritis and in intractable oliguric states. You can " 
balance the output of salt and water against a more physiologic intake 
by individualizing dosage. From one to six tablets a day, as needed. 


PRESCRIBE NEOHYDRIN in bottles of 50 tablets. There are 18.3 mg. 
of 3-chloromercuri-2-methoxy-propylurea in each tablet. 


cadership tr diuretic 
LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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for flavor 


for eye appeal 


for Mulcin 


And no wonder children like Mulcin. This vitamin liquid for 
teaspoon dosage has everything they want. 
The flavor is delicious real orange. 
The color is a welcoming golden orange. 
The aroma appeals even to the most fastidious. 
Good-tasting Mulcin is free-flowing and convenient to use 
from mother’s point of view. And Mulcin supplies well balanced 
amounts of all the vitamins for which daily requirements 
have been established. No need to refrigerate either. Its potency 


is assured even at room temperature. 


Mulcin pili w smile in thy 
cin 


for aroma 


Each teaspoonful (5 cc.) of 
Mulcin supplies: 

Vitamin A 3000 units 
Vitamin D 1000 units 
Ascorbic acid 50 mg. 
Thiamine 1 mg. 
Riboflavin 1.2 mg. 
Niacinamide 8 mg. 

4 oz. and 16 oz. bottles. 


MEAD JOHNSON & COMPANY 
Evansville, Indiana, U.S.A. 
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